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ABSTRACT 
 
Regular physical activity (PA) can play a crucial role in reducing mortality and increasing the 
life expectancy of individuals with poor mental health and mental illness (Rosenbaum et al., 
2015). Physical inactivity has been linked to higher rates of mortality and a lower life 
expectancy (Stubbs et al., 2017). Meeting the international recommendations of PA has 
important physical health (Firth et al., 2016) and mental health benefits (McDowell, 
MacDonncha, & Herring, 2017). However, mental health service users (MHSU) engage in 
significantly lower levels of PA compared to the general population. The most influential and 
highly cited socio-environmental barrier towards PA participation by MHSU is a lack of 
social support (Soundy et al., 2014). One form of social support which is gaining popularity 
within this population group, but is currently under researched, is peer support (Davidson, 
Bellamy, Guy, & Miller, 2012). Community PA programmes provide a way to facilitate 
social benefits through the presence of peer support, as well as enhancing the physical 
benefits of PA engagement. It is therefore essential to focus research on effective ways to 
enhance PA engagement of MHSU through community programmes which offer social 
support. Employing a mixed methods approach, this thesis explores peer support within an 
existing national community PA programme called Get Set to Go delivered by the UK mental 
health charity, Mind. A systematic scoping review explored the literature on peer-based 
community PA programmes for MHSU. A longitudinal study was conducted to explore 
whether social support conditions predicted change in psychological variables, before 
qualitatively exploring experiences of peer support (face-to-face and online) from MSHU 
recipients, and experiences of peer support from the perspectives of peer volunteers. Results 
from the longitudinal study found a significant increase in PA levels of MHSU in the face-to-
face support condition, compared to a decrease in PA levels for the online social support 
condition. Qualitative findings highlight both positive and negative experiences discussed 
within key themes from MHSU perspectives (social environment for PA, shared lived 
experience and a supported MH journey) and the volunteers’ perspective (lived experience of 
mental illness and opportunities for personal development). Findings carry important research 
and practical implications for those designing PA programmes targeting MHSU for more 
effective outcomes (e.g., motivation towards PA engagement of MHSU, retention of peer 
volunteers and motivation towards sustained volunteering, psychological wellbeing of both 
MHSU and peer volunteers, and supporting the transition of MHSU into mainstream PA). 
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Introduction 
Mental health has been defined as “a state of well-being in which every individual 
realises his or her own potential, can cope with the normal stresses of life, can work 
productively and fruitfully, and is able to make a contribution to her or his community” 
(Herrman, Moodie, Saxena, Izutsu, & Tsutsumi, 2016; pg. 42). Mental health is concerned 
with thoughts, feelings, emotions, an ability to problem solve and overcome difficulties, 
make social connections and one’s understanding of the world (WHO, 2014). Mental health 
and mental illness are two separate, yet related concepts (WHO, 2014). Mental illness is an 
illness that affects the way individuals think, feel, behave or interact with others (WHO, 
2014). Individuals move on a continuum from good mental health to poor mental health, and 
when a set of symptoms are present for a specified duration which negatively impact an 
individual’s social and cognitive functioning, they may be clinically diagnosed as a mental 
illness (WHO, 2014). This thesis will explore the experiences and psychological processes of 
individuals with poor mental health and mental illness who utilise mental health services. 
From here forward, these individuals will be referred to as ‘mental health service users’ 
(MHSU).  
The increasing prevalence of mental health problems is a growing concern. It has 
been reported that one in four people in the UK experience mental health problems each year, 
and one in six have a clinical diagnosis with the most common being anxiety and depression 
(Rosenbaum, Tiedemann, Ward, Curtis, & Sherrington, 2015a). Consequently, mental illness 
is thought to be the UK’s biggest and most costly public health problem, with costs estimated 
around £22.5 billion per year in the UK alone (Rosenbaum, Tiedemann, Ward, Curtis, & 
Sherrington, 2015b). These increasing figures demonstrate the prevalence of mental health 
problems constituting as the largest single source of the world’s economic burden (MHF, 
2016). Individuals with poor mental health or mental illness experience substantial disparities 
in health, including rates of morbidity and mortality (Firth et al., 2019; Stubbs, Williams, 
Gaughran, & Craig, 2016; Vancampfort et al., 2016). Evidence has shown that on average, 
those diagnosed with mental illness experience a 10-25 year life expectancy reduction 
compared to the general population (Rosenbaum et al., 2015). 
Such health disparities are largely caused by physical health inequalities linked to 
lifestyle behaviours. Lifestyle modifications, such as diet and physical activity (PA), have 
been recommended for improvements of chronic disease outcomes (Black et al., 2015; de 
Rezende, Rey-López, Matsudo, & Luiz, 2014). MHSU are at an increased risk of developing 
obesity, type 2 diabetes, cancer, heart disease, high blood pressure and other prevalent 
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chronic conditions (Stubbs, Vancampfort, De Hert, & Mitchell, 2015). There is also an 
increased risk of developing cardiovascular disease as a side effect of taking antipsychotic 
medications to treat a variety of mental illnesses (Firth et al., 2019). PA can play a crucial 
role in reducing mortality and increasing the life expectancy of MHSU and thus closing the 
physical health inequalities gap (Rosenbaum et al., 2015b).  
PA is defined as ‘any bodily movement produced by skeletal muscles that requires 
energy expenditure’ which includes sports, exercise and other activities such as playing, 
walking, doing household chores or gardening (WHO, 2019, pg. 1). PA is associated with 
greater positive mental health and a reduced risk of mental illness (White et al., 2017). 
Meeting international recommendations of 150 minutes of moderate intensity PA in bouts of 
10 minutes, or 75 minutes of vigorous intensity PA across the week, carries important 
physical health (Firth et al., 2016) and mental health benefits (McDowell, MacDonncha, & 
Herring, 2017) for MHSU. A systematic review found that PA participation has the potential 
to develop a positive identity which may be central to health and behaviour changes for 
MHSU (Soundy et al., 2014). However, physical inactivity is still one of the four leading risk 
factors of global mortality which is particularly concerning for MHSU who engage in 
significantly lower levels of PA compared to the general population (Stubbs et al., 2017). It is 
therefore paramount to carry out research to better understand how to facilitate engagement 
and sustain participation in PA of MHSU. 
Defining physical health and mental health 
The philosophy of the mind and body dualism (Descartes, 1952) has been used to deal 
with the complexity of human nature, representing the metaphysical stance that the mind and 
body are two distinct substances, each with a different essential nature (Grankvist, Kajonius, 
& Persson, 2016). Typically, humans are characterized as having both a mind (non-physical) 
and a body/brain (physical) with the view that the mind and body both exist as separate 
entities known as ‘dualism’ (Neeta, 2011). However, this philosophical viewpoint takes the 
focus away from the dynamic nature of humans and their relationship with the environment, 
restricting the development of effective interventions to target health and wellbeing concerns 
(Joubert, 2014). Knowledge and understanding have now moved away from the restrictive 
influence dualism had on the field of health and medicine. Cartesian dualism argues that there 
is a two-way interaction between mental and physical substances, i.e., the body and the mind 
(Mehta, 2011). It is not a unidirectional relationship, but one where the mind controls the 
body but the body can also influence the rational mind, termed ‘dualistic interactism’ 
(Joubert, 2014). This supports the need to consider the mind and body together, with 
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consideration of social and cognitive processes to present a realistic picture of human 
functioning and the complexity of this relationship (Joubert, 2014). 
When considering physical health and mental health, researchers argue that the two 
should not be considered as separate (Vancampfort, Stubbs, Venigalla, & Probst, 2015). The 
World Health Organization (WHO, 2016) defines health as a “state of complete physical, 
mental and social well-being and not merely the absence of disease or infirmity”, further 
stating that “there is no health without mental health” (para. 1.). More specifically, the 
capacity, relative to potential and aspirations, for living fully in the social environment 
(Tarlov, 1996, pg. 72). This demonstrates that physical and mental health are fundamentally 
linked to the overall health of an individual as well as their social context. Poor physical 
health such as hypertension, diabetes or obesity (Rosenbaum et al., 2016) can lead to an 
increased risk of developing poor mental health such as depression, anxiety, or personality 
disorders (Silveira et al., 2013). Similarly, poor mental health can negatively impact an 
individual’s physical health leading to an increased risk of conditions such as heart disease, 
liver disease and cancer (Vancampfort et al., 2015b). 
Benefits of PA for improved mental health 
 Improving one’s physical health is therefore closely related to mental health 
improvements. One way to target improvements of both physical and mental health is 
through increasing PA. PA is a modifiable behaviour that has implications for MHSU 
(Rouse, Ntoumanis, Duda, Jolly, & Williams, 2011). Physical health benefits of PA include 
reducing the risk of several lifestyle conditions such as cardiovascular disease, diabetes and 
cancers (Lee et al., 2012). Regular engagement in PA is also associated with psychological 
outcomes such as enhancing quality of life through social and emotional well-being, and 
overall engagement with life (Rebar & Taylor, 2017). Examples include stress relief, 
increased self-confidence and self-esteem, enhanced mood and reduced anxiety, reduced 
mental fatigue and enhanced life skills (Rebar & Taylor, 2017). One single bout of PA can 
provide opportunities to improve physical, psychological and emotional wellbeing, both 
through global measures such as wellbeing, and acute measures such as positive affect 
(Cullen & McCann, 2015).  
Given the widely documented psychological benefits of engaging in PA, researchers 
have recommended that PA should be used as a self-care strategy to facilitate the mental 
health recovery process (Deegan, 2005; Staal & Jespersen, 2015). Self-care describes the 
actions that individuals themselves take to reach optimal physical and mental health, for 
example engaging in PA (Staal & Jespersen, 2015). Due to growing research, the National 
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Institute for Health and Care Excellence have incorporated PA into their formal guidelines as 
a treatment for mild and moderate depression, highlighting that the prescribing of daily PA 
should be embedded into care by clinicians and policy makers for MHSU (NICE, 2014). It is 
suggested that attention should be paid to purposeful daily activities which may seem 
ordinary and trivial to others, but for MHSU, finding pleasure in managing small tasks is part 
of the daily process of self-care (Staal & Jespersen, 2015). Incorporating PA into one’s daily 
routine can act as ‘personal medicine’ creating inner peace and reducing negativity towards 
how the individual views themselves (Staal & Jespersen, 2015). 
Barriers to PA engagement 
Despite the physical and psychological health benefits associated with PA 
participation, MHSU remain reluctant to adopt and maintain PA behaviour (Rebar & Taylor, 
2017; Stanton & Happell, 2014). For many individuals, suffering with poor mental health and 
mental illness can prevent engagement in PA partly due to a lack of awareness of the benefits 
of PA, and often barriers to engaging in PA are the focus for the individual (Soundy et al., 
2014). A meta-analysis of qualitative studies investigating the perceived barriers to PA by 
MHSU (Firth et al., 2016) organised barriers into three sub-categories; physical (tiredness, 
fatigue and physical ailments), psychological distress (low self-confidence or a lack of 
motivation or interest in wanting to engage in PA) and socio-ecological (access to facilities 
and support). Results found that across all studies, the most influential, and highly cited 
socio-environmental barrier towards PA participation by MHSU was a lack of social support 
(Chronister, Chou, & Liao, 2013; Firth et al., 2016; Soundy, Stubbs, Probst, Hemmings, & 
Vancampfort, 2014). This was congruent with previous qualitative literature where MHSU 
had stipulated that adequate support could help them overcome many of the barriers they 
faced (Soundy et al., 2014). This demonstrates that research is required to consider more 
effective PA programmes that include ways to help MHSU overcome their perceived and 
actual barriers to PA, and how best to provide adequate support. 
Social support 
Social relationships are essential to mental and physical health (Harasemiw, Newall, 
Mackenzie, Shooshtari, & Menec, 2019). Individuals are embedded within a diverse social 
network consisting of family, friends, and individuals in a broader community environment 
(Harasemiw et al., 2019). Research has shown that a diverse social network is positively 
associated with mental health (Park, Im, & Sung, 2017). Conversely, a restricted social 
network, or being socially isolated, can be detrimental to mental health (Courtin & Knapp, 
2017). Social support is one of the important functions of social relationships (Morelli, Lee, 
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Arnn, & Zaki, 2015) and has been defined as ‘a social fund from which individuals draw 
instrumental (tangible aid and service), informative (advice, suggestions, and information) or 
emotional (expressions of empathy, love, trust and caring) supporting assistance’ (Thoits, 
1995).  
Additionally, literature distinguishes between perceived social support (subjective 
feeling of being supported by one’s relationships) and received (or enacted) social support 
(actual support provided) (Santini, Koyanagi, Tyrovolas, Mason, & Haro, 2015). The general 
consensus of research is that perceived support is more important than received support for 
wellbeing, with findings from a systematic review evidencing that perceived emotional 
support consistently played a protective role against depression across the general population 
(Santini et al., 2015). Reported evidence was mixed for the receipt of instrumental support, 
with findings conflicting across studies due to differences in study quality and designs 
making it difficult to draw comparisons or to reach any firm conclusions (Santini et al., 
2015). Further, the effects of received social support on mental health were inconclusive, as 
were the results for instrumental support (Santini et al., 2015). The emphasis was on studies 
assessing the influence of social relationships in populations-based samples, failing to allow 
for the inclusion of qualitative studies (Santini et al., 2015). Although qualitative studies are 
less able to address how one variable influences another, they can be useful in terms of 
offering explanations of psychosocial phenomena that are often not accessible through 
quantitative research. This highlights the need for further research to unpick social support 
and its impact on individuals’ mental wellbeing. 
Alongside varying and differing outcomes on wellbeing, types of social support 
(instrumental, informative or emotional) differentially affect the support recipients (Cutrona, 
Shaffer, Wesner, & Gardner, 2007). Helping others affords powerful and diverse positive 
outcomes to helpers (i.e., providers) including reductions in morbidity, mortality, stress and 
depression, as well as improvements in positive mood and self-esteem (Aknin, Dunn, 
Sandstrom, & Norton, 2013). Work in this field has further stratified social support in respect 
of interaction partners (i.e., spouse, parent or friend) (Pierce & Quiroz, 2019). Interaction 
partners are important resources for the development of emotional experiences (Lively & 
Heise, 2014). However, the role effects of social support on health and psychological 
wellbeing varies depending on the source of support (Chen & Feeley, 2014). Not all 
interaction partners are equal, and the way in which people experience support is dependent 
on the source (Chen & Feeley, 2014). Whilst it is known that support, alongside strain caused 
when individuals are too critical or demanding which negatively influences others’ emotional 
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outcomes (collectively termed social interaction), from spouses, family and friends are 
correlated with emotional states, research is unable to establish causality between these 
variables due to various constraints in data and methodological limitations (Pierce & Quiroz, 
2019). Therefore, the relative impact of different sources of support over time remains 
unclear (Pierce & Quiroz, 2019). 
With regards to the patterns of support provision in daily life and effects of provision 
on wellbeing, past research demonstrates that social support can be viewed as two distinct 
categories: emotional (making someone feel valued, loved and cared for) and instrumental 
support (helping with chores, physical tasks and errands) (Morelli et al., 2015). Numerous 
studies have shown that social support, in particular emotional support, has mental health 
benefits (Santini et al., 2015). The two-factor structure (emotional and instrumental support) 
replicates findings about support receipt, suggesting that the amount of time individuals 
spend providing instrumental support does not always relate to how emotionally engaged 
they feel during those interactions (Morelli et al., 2015). This further suggests that emotional 
support accompanies many instances of instrumental support for some, but instrumental 
support can also diverge from emotional support for others (Morelli et al., 2015). 
Previous literature has shown that when support providers were engaged in 
instrumental support, but were not emotionally supportive, individuals did not experience 
increased wellbeing (Morelli et al., 2015). Contrarily, when providers felt they were 
emotionally engaged, instrumental support led to large, positive effects on their wellbeing, as 
well as recipient’s wellbeing (Morelli et al., 2015). Moreover, previous research demonstrates 
the broader value of emotional support for wellbeing and adds to the existing literature on the 
relationship between pro-sociality and happiness whereby acting kindly might only improve 
wellbeing to the extent the providers feel emotionally engaged during instrumental support 
(Layous, Nelson, Oberle, Schonert-Reichl, & Lyubomirsky, 2012). People in a social 
environment with relationships in which they feel mutual proximity and belongingness are 
less likely to be at risk of depression (Santini et al., 2015). Ashida & Heaney (2008) found 
that social connectedness may be more important for the health status because higher levels 
of feeling socially connected offer more proximity to social networks, and greater likelihood 
of feeling comfortable while relying on networks for support. Thus, social connectedness 
may play a protective role against depression by mediating the positive effects of social 
relationships on mental health (Williams & Galliher, 2006) Further, support provision 
marginally boosts providers’ happiness when both the provider and recipient are socially 
connected (Aknin et al., 2013). 
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Mentoring 
Peer mentoring is closely aligned with the central tenets of social support, particularly 
in respects to aspects including social support, connectedness and personal development. 
Indeed, mentoring is considered to be crucial throughout the literature in fields across 
education, professional development and medicine (Carey & Weissman, 2010). Both internal 
and external to academia, mentors provide guidance on clinical practice, program 
development, leadership, business practices, conflict resolution and team building. Mentoring 
is an individualised, relationship-based interaction intended to promote positive development 
(Keller & Pryce, 2010). Each mentor and mentee have a distinctive experience because each 
mentoring relationship, like any other interpersonal relationship, is complex, dynamic, 
multifaceted and idiosyncratic. A mentoring relationship is a dynamic and evolving entity 
marked by phases of development including contemplation phase (i.e., a period of 
anticipation and preparation before a relationship is formed), an initiation phase (i.e., getting 
acquainted), followed by a growth and maintenance phase (i.e., aspects of the relationship 
become solidified), ending with a phase of decline where mentors and mentees retreat from 
the relationship and end contact altogether (Keller & Pryce, 2010). 
Despite the inherent complexity and variability that mentoring relationships 
demonstrate across time and settings, research has proposed a two-dimensional framework 
which provides an insight into the structure of mentoring relationships (Keller & Pryce, 
2010). This conceptual framework, based on the relationship constructs of power and 
permanence, distinguishes the special hybrid nature of the mentoring relationship relative to 
prototypical vertical and horizontal relationships common in the lives of mentor and mentee 
(Keller & Pryce, 2010). Less successful mentoring relationships tend to reflect a vertical 
mode (one based on unequal influence) or horizontal mode (one based on mutual affiliation), 
whereas more successful mentoring relationships reflect a hybrid pattern combining features 
of both (Keller & Pryce, 2010).  
Researchers have called for a more nuanced understanding of ‘mentoring’ beyond 
outcomes associated with having a mentor (Davidson, Chinman, Sells, & Rowe, 2006). 
Mentorship has broadly been described as a two-way relationship and type of human 
development in which one individual invests personal knowledge, energy and time in order to 
help another individual grow, develop and improve to become the best and most successful 
they can be (Flaherty, 1999). Mentoring processes use several strategies such as providing 
guidance, giving advice and facilitating decision making in order to help the development of 
mentees (Geraci & Thigpen, 2017). This includes: coaching to impart specific knowledge or 
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to aid an individual in achieving a defined goal, role modelling to demonstrate how to be, and 
collaboration which highlights the importance of a partnership between a mentor and mentee 
in which one is not more or less than the other, ad where there is a mutual goal of 
development (Geraci & Thigpen, 2017).   
Mentoring is beneficial to both the mentee and mentor, with several models of 
mentorship available (i.e., dyadic, multiple, apprenticeship and team). These can further be 
divided by form and means in which they are delivered: formal or informal, and delivered by 
peers, seniors, via distance mentoring or virtual mentoring (Patel et al., 2011). Virtual 
mentoring utilises social media as a tool to achieve goals, such as encourage PA behaviour. 
In more detail, a method of delivering mentoring is through peers, which demonstrates a 
collaborative and mutually beneficially format, as the relationship is formed among mentor 
peers (Geraci & Thigpen, 2017). In this situation, the mentee may be more inclined to share 
difficulties and questions with peers who are at an equal or similar level of knowledge and 
seniority, as opposed to a senior faculty (Geraci & Thigpen, 2017). This is in comparison to 
senior mentoring whereby there is a senior faculty taking the role of mentor to a more junior 
mentee.  
‘Peer mentoring’ is different depending on the adopted mentoring model (e.g., formal, 
agency based or informal, community based), desired outcomes (academic achievement or 
enhancing positive health behaviours), context (school, workplace or community) and how 
the act of ‘mentoring’ is conceptualised. For example, peer mentoring through the provision 
of knowledge and encouragement around a particular goal is recognised as ‘instrumental’ 
mentoring (Karcher & Nakkula, 2010). Research is lacking exploring the relational processes 
of mentoring how connections are fostered between mentor-mentee dyads and what influence 
the processes and connections have on outcomes (Rhodes, Spencer, Keller, Liang, & Noam, 
2006).  
Research has explored the strength of the therapeutic or working alliance within peer 
services for adult mental health (Kirsh & Tate, 2006). Stronger collaborative working 
alliances, based on trust, consistency and responsibility between a provider and service 
recipient, are associated with improved service engagement and mental health outcomes 
(Kirsh & Tate, 2006). A study which explored peer mentoring experiences among young 
adults as part of adapted Individual Placement and Support (IPS) vocational services found 
that near age vocational mentoring was appreciated by 62% of participants, especially for the 
time spent in the community with someone who possessed similar life experiences and for the 
development of a special bond based on trust and understanding (DeWit, DuBois, Erdem, 
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Larose, & Lipman, 2016). Thirty eight percent of participants did not find peer mentoring 
personally useful (DeWit et al., 2016). Such findings suggested that the young adults had 
strong relationships with their vocational mentors, but also with other individuals in their 
lives who shared vocational information with them, motivating them to achieve their 
vocational goals and supported their endeavours (DeWit et al., 2016). Research is required to 
better understand why peer mentors are perceived as valuable by some individuals but not by 
others.  
Mentors are role models who also act as guides for individuals’ personal and 
professional development over time via the provision of explicit and implicit knowledge 
(Henry-Noel, Bishop, Gwede, Petkova, & Szumacher, 2019). Noting that mentors are 
versatile and need not to be constrained to a particular role, Hamilton and Hamilton (1992) 
observed ‘A mentor might act as a tutor one day, a sponsor the next day and a confidant the 
third day (i.e., offering emotional support). The unique characteristic of a mentor is the 
capacity to incorporate these different roles to some degree without embodying any of them 
(Goldner & Mayseless, 2009). Analysis focused on the functional aspects of various 
relationships such as providing different forms of social support. This suggests that mentors 
must demonstrate flexibility to deliver multiple roles depending on the profile of the needs of 
the support recipient. To be an effective mentor, individuals must engage in ongoing learning 
to strengthen and further mentoring skills (Henry-Noel et al., 2019). Therefore, learning 
communities can provide support, education and personal development for the mentor. 
Research has highlighted key qualities and characteristics that make an effective mentor (i.e., 
strength of time commitments and a personal/professional balance) (Cho, Ramanan, & 
Feldman, 2011). However, there is currently a lack of analysing and reporting the 
unsuccessful mentoring relationships or difficulties experienced by the mentors themselves 
which is also important to consider (Cho et al., 2011). 
Mentors and mentees often have different life experiences and personal perspectives 
based on contrasting social positions defined by age, race, class and educational level 
(Rhodes et al., 2006). Each individual brings to any new relationship a unique combination of 
personality, goals, expectations, and social and emotional resources (Hinde & Stevenson‐
Hinde, 1987). Relationship history of each partner may be influential in shaping the growth 
and development of mentoring relationships because experiences in relationships are 
mentally represented, stored in memory, and then retrieved and used to predict and regulate 
behaviour in similar situations (Gable & Reis, 1999). This phenomenon occurs within 
relationships and also transfers across relationships with the development of relational 
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schema that contain information and expectations about the self, others and the regular 
pattern of interaction in the relationship. Activation of these experience-based models 
influences the manner of perceiving social situations and engaging with new social partners 
(Andersen & Berk, 1998). Therefore, mentoring behaviours are a legacy of previous 
relationships whereby individuals carry forward and rely on familiar roles in new 
relationships. Because mentors reconstruct their roles within every new relationship, this 
results in a lack of assurance that the types of support delivered remain equal across every 
mentor-mentee relationship. Individuals may uncritically replicate past mentoring 
relationships with the belief that this will work for future relationships. However, in the 
context of individuals with mental health problems, mentors need to individually tailor their 
support delivery to each new mentee as replicating past engagements might not be suitable.  
Participating in a mentoring relationship is generally voluntary and continues as long 
as both parties are willing and mutually beneficial interactions take place (Keller & Pryce, 
2010). Although mentors often make a specific commitment regarding programme 
involvement, they may end the relationship if it does not meet their individual needs or 
expectations (Spencer, 2007). It must also be recognised that as well as mentors, mentees are 
participating in mentoring relationships on a voluntary basis, even when they become 
assigned or referred to programmes by individuals of authority (Spencer, 2007). Mentees who 
are unmotivated or dissatisfied may employ various strategies to avoid contact, minimise 
communication, resist collaboration or otherwise disengage from the relationship (Martin & 
Sifers, 2012). Therefore, mentors need to sustain relationships by keeping mentees engaged 
with activities that are fun and interesting, whilst offering opportunities and benefits that 
could not be achieved otherwise (Keller & Pryce, 2010). It is worth noting that this may 
present difficulties based on the volunteer nature of the mentors (e.g., limited capacity to 
perform their volunteering role) however, this will vary from mentor to mentor. 
Mentoring requires a lot of social closeness and connection, similarly to social 
support. Both mentoring and social support generate reciprocal relationships which are most 
successful when they are naturally formed due to the difficulties in formalising a relationship 
development process (Henry-Noel et al., 2019). Mentoring and social support share similar 
characteristics, demonstrating that individuals can be supported in many ways, including 
social support delivered by peers.  
Community-based approach and the importance of social support 
Community programmes offer an environment for PA to take place that carries 
benefits to MHSU through the presence of social interaction and social support. Generally, 
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‘community’ is defined in geographical terms; for example city, town or country. However, 
‘community’ can also be defined by characteristics of a target population such as MHSU 
(Bopp & Fallon, 2008). In the field of PA, community-based approaches involve community 
members and leaders in various settings and organisations coming together to promote PA in 
an organised and integrated manner (Bopp & Fallon, 2008). An advantage of community 
approaches is the ability to use limited resources to reach a large number of individuals, often 
resulting in greater outcome improvements and increased sustainability over time (Bopp & 
Fallon, 2008). 
Whilst targeting the capabilities of the individual and their motivation/barriers 
towards engaging in community PA programmes, the context (social and environmental 
variables) that the individual finds themselves in can often be neglected (Barley & Lawson, 
2016). Behaviour change guidance of the National Institute for Health and Care Excellence 
(NICE, 2014) state that interventions are more effective if they simultaneously targeted 
variables at different levels, for example, variables concerning the individual, the community 
and the population (NICE, 2014). Community programmes can help to increase health and 
wellbeing on a community-wide scale, with an emphasis on social interaction rather than a 
focus solely on the individual (Quirk et al., 2017). Typically, community-based approaches to 
health promotion emphasise that an individual’s behaviour is shaped by the dynamic 
interplay of the social environment including interpersonal, organisational, cultural, 
socioeconomic, and environmental and policy influences (Sallis, Owen, & Fisher, 2008). 
Community-based approaches are appropriate for MHSU whose health is influenced 
by complex individual-level and system-level factors, and who have specific needs and 
barriers to PA participation (Quirk et al., 2017). The use of community programmes may 
encourage PA engagement of MHSU who perceive a lack of social support as a barrier of 
participation (Quirk et al., 2017). Social support, defined as the “availability of people on 
whom we can rely: people who let us know that they care about, value, and love us, and are 
willing to assist us to meet our resource and psychosocial needs” (Sarason, Levine, Basham, 
& Sarason, 1983; pg. 127), within a community setting can act as a buffer towards the 
negative impact of stress directed from others (Chronister et al., 2013). Social support can 
help individuals to “gain insight, support and develop ideas for action in order to handle 
stigma encounters” (Dudley, 2000; pg. 452). 
Conversely, the absence of social support can lead to increased internalised stigma 
and labelling, and societal stigma in the form of judgements (Chronister et al., 2013). 
Additionally, a lack of social support often leads to increased social isolation which is a less 
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understood risk factor for morbidity and mortality (Buetel et al., 2017). Social isolation is 
associated with health risk behaviours such as reduced PA, reduced sleep quality (Buetel et 
al., 2017), as well as being associated with depression, anxiety and social withdrawal 
(Cacioppo & Cacioppo, 2015). It is therefore important to develop our understanding of 
factors, such as social support, that may protect individuals against internalisation of societal 
stigma, reduce negative stress and improve physical and psychological outcomes of MHSU 
(Chronister et al., 2013). 
The presence of social support and establishing mentoring or social relationships can 
facilitate the self-care strategy leading to increased PA engagement (Staal & Jespersen, 
2015). In order to enhance the formation of such relationships in a community-based 
programme, it is important to look at how the socio-contextual environment can contribute to 
the quality of interactions made within PA settings. Designing a socially supportive 
environment to facilitate participation in PA is essential for the psychological wellbeing of 
MHSU (Brymer & Davids, 2016). For example, providing an environment which generates a 
sense of ease and comfort for an individual, has a key focus on activity enjoyment, as well as 
generating a friendly and welcoming atmosphere to appeal to individuals (Brymer & Davids, 
2016).  
Social relationships are essential for emotional and physical health, and wellbeing, for 
example, to reduce social isolation and stress levels, and enhance social connections 
(Cacioppo, Hawkley, & Berntson, 2003). Research has demonstrated how the development of 
psychosocial programmes can directly or indirectly foster social relationships for MHSU to 
aid mental health recovery (Parker et al., 2015; Webber et al., 2015). More specifically, 
research suggests that the quality and nature of social relationships shown by significant or 
similar others towards MHSU is of greater importance compared to the size of one’s support 
network (Teo, Choi, & Valenstein, 2013). For example, individuals may have a large support 
network but one that is still unable to satisfy their psychological needs (i.e., the innate 
psychological nutriments that are essential for ongoing psychological growth, integrity, and 
well-being) (Deci & Ryan, 2000; pg. 229). 
Research investigating facilitators and barriers to PA for individuals with mental 
illness found that providing adequate social support enabled individuals to achieve sufficient 
levels of moderate to vigorous PA to improve health (Firth et al., 2016). However, when 
considering previous research, studies have predominantly been conducted in clinical settings 
(Mayor, 2018) and focused on randomised controlled trials and quantitative methods (Lloyd-
Evans et al., 2014; Pitt et al., 2013; Walker & Bryant, 2013), failing to capture the social 
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context and individual experiences (Quirk, Crank, Harrop, Hock, & Copeland, 2017). Little 
research has qualitatively considered how MHSU experience PA in community settings, or 
how a community PA environment, combined with the presence of social support, could 
encourage MHSU to engage in PA. By developing a greater understanding, more accepted 
and effective programmes to meet MHSU’ needs and expectations can therefore be designed 
(Quirk et al., 2017). Attempts to understand the experience and challenges of living with 
mental illnesses need to consider complex individual-level and system-level influences on PA 
behaviour (e.g., a lack of social support; Quirk et al., 2017; McDevitt et al., 2006). PA 
interventions for MHSU need to find ways to bridge the gap between high levels of interest 
and low levels of PA by increasing the provision of social support (Knapen, Vancampfort, 
Moriën, & Marchal, 2014). 
Peer support 
A relatively new addition to the mental health literature is a specific form of social 
support; peer support. A peer support component within health programmes for MHSU is 
growing in popularity (Davidson, Bellamy, Guy, & Miller, 2012). Peers within the context of 
mental health have been defined as ‘individuals who identify with one another on the basis of 
their experiences surrounding a specific diagnosis, which may or may not be the only aspect 
of their lives in which there is commonality’ (Keyes et al., 2016, pg. 562). Peer support is 
defined as ‘individuals with a lived experience of mental illness and recovery supporting 
others living with mental health problems’ (Pushner, 2019).  
The ways in which individuals with common experiences can support one another to 
overcome these barriers is often rooted in reciprocity within a relationship where support is 
both given and received (Keyes et al., 2016). Peer support has been proposed to promote 
recovery for individuals who have experienced poor mental health or mental illness, 
irrespective of their diagnosis (Fuhr et al., 2014). For example, peer support as part of a 
broader recovery agenda where more emphasis is placed on person-centred outcomes such as 
social inclusion and empowerment, rather than traditional clinical outcomes such as 
psychiatric symptomatology (Pushner, 2019). Peers can support their recovery and the 
recovery of others through practical and emotional support, positive self-disclosure, 
promoting hope, empowerment, self-efficacy and expanding social networks (Fuhr et al., 
2014). 
Existing research on peer support among MHSU fits into three categories along a 
continuum (Davidson et al., 2012). The first category includes feasibility studies conducted to 
demonstrate that individuals with mental illness could be hired and trained to work as staff 
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within mental health services. At this initial stage, the roles of peer staff were conceptualised 
primarily as ancillary to and supportive of conventional staff, requiring few specific skills to 
aid case managers (Davidson et al., 2012). Despite only four feasibility studies being 
conducted, randomised controlled trials revealed that individuals were able to function 
adequately in roles and produced outcomes on a par with non-peer staff (Davidson et al., 
2004; Clarke et al., 2000; O’Donnell et al., 1999; Solomon & Draine, 1995). This 
demonstrated that it was possible to train individuals with a history of mental illness to serve 
as mental health staff (Davidson et al., 2004).  
The second category included studies comparing peer and non-peer staff within 
conventional roles such as rehabilitation staff and outreach workers within mental health 
services. Several studies began to detect consistent differences between peer and non-peer 
staff (Rowe et al., 2007). For example, peer-delivered services generated superior outcomes 
in terms of engagement of ‘difficult to reach’ clients, reduced rates of hospitalisation and 
days spent as an inpatient, as well as reduced substance use among individuals with co-
occuring substance use disorders (Rowe et al., 2007). This led researchers to highlight the 
need to consider the ways in which peers performed their roles differently compared to non-
peer staff, based on their lived experience of mental illness, and how to utilise this to most 
effectively promote recovery to others (Davidson et al., 2012). 
Further research into community mental health looked at the ‘active ingredients’ of 
peer support-based programmes and the outcomes they produced (Davidson et al., 2012). The 
third category therefore looked at three basic contributions that combined to form peer 
support. These included the instillation of hope through positive self-disclosure (showing 
others that it is possible to go from being controlled by an illness to gaining control over the 
illness), role modelling and the use of experiential knowledge, and the nature of the 
relationship between the peer provider and recipient, thought to be essential for the first two 
components to be effective (Davidson et al., 2012). When the peer support relationship 
involved positive self-disclosure, role modelling and conditional regard, an increased sense of 
hope, control and ability to effect life changes of participants was present (Davidson et al., 
2012). 
Peer-led and peer-delivered interventions have been used with success across the 
chronic illness literature, including evidence that peer support delivered by mentors can have 
a positive effect on increasing PA levels, self-efficacy, perceived social support and 
decreasing depression (Burton et al., 2018; Dale, Brassington, & King, 2014). However, 
studies included in a recent systematic review looking at the effectiveness of peers delivering 
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programmes to promote PA among older adults all used different methodologies and 
measures (Burton et al., 2018). Such variation made it difficult to conduct meaningful meta-
analyses to determine the effectiveness across all studies (Burton et al., 2018). Also, a further 
systematic review focusing on healthy lifestyle interventions, as opposed to PA alone, 
suggested there was a lack of reporting of the intervention content within studies reviewed 
(Dale et al., 2014). Therefore, effectiveness of techniques used within interventions could not 
be identified (Dale et al., 2014). Research is required to consider the effectiveness of 
interventions, or components of, reaching their target population and outcomes such as 
increased PA, and enhanced mental health and wellbeing. This PhD will consider how the 
inclusion of peer support within a community PA programme can enhance PA participation 
and wellbeing of MHSU. 
Alongside face-to-face peer support within a community PA programme, this PhD 
will also consider the role of online social support on MHSU’ motivation towards PA 
behaviour and their mental wellbeing. Individuals are increasingly turning to online sources 
of support when discussing issues relating to mental health problems, to share illness 
experiences and seek advice from those who are, or have been, in similar situations (Naslund 
et al., 2016). Benefits of social support through online communities have been reported 
including social connectedness and group belonging (Naslund et al., 2016). However, 
research has not considered the comparison between online and face-to-face social support 
within a community PA programme for MHSU, nor has it established whether online forms 
of support can positively impact MHSU’ motivation towards PA engagement. This PhD will 
also consider differences and similarities between online and face-to-face social support 
within a community PA programme for MHSU.  
Peer volunteering 
A fundamental element of support offered by peers (whether this is online support or 
face-to-face) towards motivating MHSU to engage in PA is peers’ lived experience of mental 
illness (Soundy, Stubbs, Probst, Hemmings, & Vancampfort, 2014). One way that individuals 
with lived experience of mental illness can help peers overcome barriers, (e.g., social 
isolation), and link them with local community programmes, is through volunteering (Klug, 
Toner, Fabisch, & Priebe, 2018). 
Volunteering is described as ‘planned helping that is thoughtfully decided on and not 
just spontaneously chosen’ (Güntert, Strubel, Kals, & Wehner, 2016, pg. 311). Volunteers are 
unpaid and invest their free time in individuals to support and help engage them in a range of 
activities (Klug et al., 2018). Engaging in prosocial roles, such as volunteering, can be 
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directly conducive to various health outcomes (Yeung, Zhang, & Kim, 2017). For example, 
volunteering has been associated with improved mental and physical health (Burr, Han, & 
Tavares, 2016; McDougle, Handy, Konrath, & Walk, 2014), improved quality of life (Cattan, 
Kime, & Bagnall, 2011), increased self-esteem (Morrow-Howell, 2010), reduced mortality 
and functional inability (Konrath, Fuhrel-Forbis, Lou, & Brown, 2012) and increased social 
interaction (Prouteau & Wolff, 2008). 
Benefits of peer programmes for MHSU outside of a PA context have been well 
documented (Chinman et al., 2014; Mahlke, Krämer, Becker, & Bock, 2014; Walker & 
Bryant, 2013). It has been reported that MHSU show interest in helping, and gain a sense of 
value, self-efficacy and purpose from helping others (Grant, Reisweber, Luther, Brinen, & 
Beck, 2014). However, there is a paucity of research that explores peer support within 
community PA programmes and the existing research has predominantly focused on the 
impact of peer support for the recipients. Much less is known about the experiences of 
volunteers providing peer support and their motivation towards peer volunteering behaviour 
(Hallett, Klug, Lauber, & Priebe, 2012; Smith, Drennan, Mackenzie, & Greenwood, 2018).  
Research is therefore needed to identify the underlying motivational processes that underpin 
helping behaviours such as peer volunteering (Moran, Russinova, Gidugu, Yim, & Sprague, 
2012) to better understand how volunteers experience the provision of peer support within 
PA programmes, and how this behaviour can be sustained. 
Motivation and behaviour change 
Motivation has been defined as the ‘internal and/or external forces that produce the 
initiation, direction, intensity and persistence of behaviour’ (Vallerand et al., 2004, pg. 428). 
Motivation plays a central role in determining all aspects of human behaviour, and differs 
greatly from one individual to another, as well as differing within contexts. Promoting PA 
among MHSU who face a lack of motivation towards engagement can be challenging 
(Teixeira et al., 2012). Additionally, due to such differences between individuals and within 
contexts, there is a need to understand motivational processes involved in certain behaviours. 
For example, motivation towards PA engagement of MHSU, and the motivation behind peer 
volunteering within a community PA programme. Motivation and processes of behaviour 
change are best understood within theoretical frameworks which can be employed to explain 
processes of change in many life contexts.  
Theoretical approaches to motivation and behaviour change 
It is important to establish a theoretical foundation when conducting research to 
consider a) the underlying motivational processes of individuals who volunteer peer support 
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to MHSU; and b) to enhance the PA levels of MHSU through a community PA programme. 
There are several theories that have been developed to help aid the understanding of the 
underlying processes of human behaviour. However, questions can be asked when 
considering the utility of, and application of theories to, the current PhD research. Firstly, a 
highly utilised theory to explain health behaviour change is the transtheoretical model of 
behaviour change (TTM; DiClemente & Prochaska, 1983) which considers an individual’s 
readiness to change and proposes that this occurs through progression of five stages; 
Precontemplation (no intention to change and a lack of awareness for the need to change); 
Contemplation (aware that there is an issues and is considering change); Preparation (action 
planning and whereby an individual begins to make small changes); Action (individual is 
actively trying to change by carrying out new behaviours); and Maintenance (new behaviours 
have been established and an individual is trying to sustain changes). While the stages of 
change are useful in explaining when changes in cognition, emotion, and behaviour take 
place, the processes of change help to explain how those changes occur (Prochaska, Redding, 
& Kerry, 2008). These ten covert and overt processes, which can be divided into two groups 
of cognitive and affective experiential processes and behavioural processes, need to be 
implemented to successfully progress through the stages of change and attain the desired 
behaviour change (Prochaska et al., 2008). 
Theorists suggested that the stages of change were discrete and independent of each 
other (DiClemente & Prochaska, 1983). However, limited evidence has been found for the 
effectiveness of TTM (Bridle et al., 2005) which, as a theory, fails to consider the role of 
individuals’ unconscious processes such as reward and punishment (Bridle et al., 2005). A 
further criticism is the lack of evidence for discrete stages of change or for the model’s 
assumption that people make coherent plans to transition smoothly through stages (Bridle et 
al., 2005). NICE (2014) expressed concern that this theory is still being used as a theory of 
behaviour change even though it does not accurately explain or predict behaviour change. 
When considering suitability for this PhD, TTM is unsuitable because MHSU may not 
smoothly transition through stages in the order like the model suggests. For example, 
individuals may experience a relapse in their mental health during the programme, however, 
may return back to PA via the contemplation or action stage rather than the initial 
precontemplation stage. Therefore, a theory which explains changes in behaviour is required. 
Additionally, TTM neglects the social determinants of an individual that such factors might 
impact on health-related behaviour such as PA (Taylor et al., 2006). Consequently, a theory 
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which acknowledges the influence of the social contextual environment on health behaviours 
is warranted. 
Secondly, a further theory of behaviour change that fails to acknowledge the role of 
unconscious processes is the theory of planned behaviour (TPB; Ajzen, 1985) which states 
that intention is the best predictor of behaviour, developed after a person has evaluated a 
change in behaviour and its outcomes. Evaluation is influenced by attitudes towards a 
behaviour such as PA (positive, negative or neutral) and therefore affect engagement (Azjen, 
1985). Other influences on evaluation include subjective norms (an individual’s perception of 
what they think other individuals do comparatively), with higher conformity to social norms 
if a person feels they arise from individuals they respect, and finally perceived behavioural 
control (how easy or difficult a person believes it will be to change a particular behaviour) 
with beliefs being generated from past experience and health beliefs, and developed by 
internal and external factors (Azjen, 1985). 
Results from a systematic review found support for the central assumption that 
intention is a strong predictor of behaviour (Barley & Lawson, 2016; McEachan, Conner, 
Taylor, & Lawton, 2011). However, greater support was found for the model’s ability to 
explain intention to change rather than for its ability to predict actual behaviour (McEachan et 
al., 2011). A major criticism of TPB highlights the theory’s exclusive focus on rational 
reasoning, excluding the role of emotions beyond anticipated affective outcomes (Sniehotta, 
Presseau, & Araújo-Soares, 2015). MHSU experience heightened emotion which is the 
foundation of their mental illness. Emotion, therefore, plays a key role in establishing 
motivation towards PA behaviour. TPB relies on individual cognitions and fails to explain 
how a social environment can facilitate engagement in health behaviours, such as PA, further 
highlighting this theory’s unsuitability for this PhD. 
Self-determination theory of human motivation 
Having discussed two popular behaviour change theories, it is apparent that many PA 
programmes still attempt to achieve outcomes such as motivation towards behaviour change 
and positive psychological wellbeing without consideration of emotion and underlying 
processes (Ng et al., 2012). Self-determination theory provides a theoretical framework that 
has been successfully used within the health promotion and behaviour change domain (Ng et 
al., 2012). Self-determination theory (SDT; Deci & Ryan, 2000) is a macro theory of human 
motivation which is concerned with individuals’ behavioural tendencies, personality 
development, self-regulation, psychological needs and the impact of social environments on 
affect, behaviour and wellbeing. 
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SDT comprises six mini-theories (Deci & Ryan, 2000). These are the cognitive 
evaluation theory (CET; concerning intrinsic motivation), organismic integration theory 
(OIT; addressing the topic of extrinsic motivation), causality orientations theory (COT; 
describes individual differences in individuals’ tendencies to regulate behaviour), basic 
psychological needs theory (BPNT; elaborates the concept of basic psychological needs and 
their relation to psychological health), goal contents theory (GTT; the distinction between 
intrinsic and extrinsic goals), and relationships motivation theory (RMT; the development 
and maintenance of close relationships and the links to basic psychological need satisfaction). 
Contemporary theories of motivation have treated motivation as a unitary concept 
with a focus on the overall amount of motivation an individual has towards a particular 
behaviour. However, SDT differentiates types of motivation and states that this is of greater 
importance in predicting outcomes such as psychological health and wellbeing in comparison 
to the total amount of motivation (Ryan et al., 2008). The different types of motivation 
proposed by theorists of SDT are on a continuum between autonomous (intrinsic or extrinsic 
forms whereby individuals identify with an activity’s value and integrate it into their sense of 
self) and controlled (external regulation in which an individual’s behaviour is a function of 
external contingencies of reward/punishment and introjected regulation meaning the 
behaviour becomes partially internalised and is energised by factors such as avoidance of 
shame, approval motives or ego involvement). Figure 1.1 outlines the continuum of 
motivation regulations.  
 
Figure 1.1. A diagram of the Self-determination theory motivation regulation continuum 
(Deci & Ryan, 2000). 
A systematic review produced consistent support for a positive relationship between 
autonomous forms of motivation and exercise, with intrinsic motivation being more 
predictive of long-term exercise adherence (Ng, Ntoumanis, Thøgersen-Ntoumani, Stott, & 
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Hindle, 2013; Teixeira, Carraça, Markland, Silva, & Ryan, 2012). Moreover, autonomous 
motivation leads to individuals experiencing volition of their actions compared to controlled 
motivation where an individual experiences pressure to think, feel or behave in a particular 
way (Ryan et al., 2008). Despite the suggestion that both forms of motivation energise and 
direct an individual’s behaviour, autonomous motivation leads to greater psychological health 
(Knittle et al., 2018). 
Self-determination theorists also propose that all individuals strive to satisfy three 
psychological needs to facilitate motivation towards behavioural adoption, maintenance and 
adherence within a particular context (Ryan et al., 2008). This concept provides a means of 
understanding how various social forces and interpersonal environments affect autonomous 
versus controlled motivation (Ryan et al., 2008). Firstly, the need for autonomy refers to 
feelings of volition and free will in the sense that the individual is in control of their 
behaviours. Secondly, individuals strive to satisfy the need to feel competent or effective in 
carrying out behaviours and handling situational demands. Thirdly, individuals have a need to 
feel related and connected, further feeling accepted by significant others in the given context. 
Perceptions of significant others, therefore, can be developed on the basis of need fulfilment 
and the extent to which one’s basic psychological needs of autonomy, competence and 
relatedness are satisfied (Ryan et al., 2008). Greater fulfilment of these needs has been found 
to be associated with better mental and physical health, and healthier behaviour (Ng et al., 
2012). 
SDT’s emphasis on supporting basic psychological needs is consistent with general 
principles of patient care, making its practical utility in clinical and healthcare contexts 
paramount (Patrick & Williams, 2012). Additionally, this theory accounts for how behaviour 
is energised as well as the direction of behaviour itself in comparison to other theories, such 
as TTM and TPB, which fail to do this. 
One of the key assumptions of the SDT perspective is that need fulfilment arises out 
of certain optimal social contexts such as need supportive environments whereby these 
interactions take place (Deci & Ryan, 2000). Self-determination theorists (Deci & Ryan, 
2008) propose that individuals providing autonomy support within a context such as PA 
would offer choice in activities, acknowledge an individual’s perspective and seek their input 
within the given context, as well as provide meaningful information and rationale to 
encourage behaviours and support personal choice regarding behaviour change (Duda et al., 
2014).  However, it has been argued that too much emphasis has been placed on supporting 
an individual’s need for autonomy within a given social context, failing to consider the other 
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two psychological needs of competence and relatedness within need supportive environments 
(Rouse et al., 2011).  
This has developed into new SDT-based conceptualisations of the social environment 
which have expanded to include support for psychological needs of competence and 
relatedness, as opposed to focusing solely on autonomy support (Rouse, Duda, Ntoumanis, 
Jolly, & Williams, 2016). Current research is interested in the degree to which social 
environments are characterised by structure (supporting competence) and involvement 
(concerns relatedness) alongside levels of autonomy support (Rouse et al., 2016). SDT 
considers individuals in the context of the combined influence of psychological factors and 
their surrounding social environment (Omoto & Packard, 2016; Solomon, 2004). It is critical 
to identify the most effective methods of creating need supportive environments for MHSU 
by incorporating peer support to satisfy all three psychological needs within the PA 
environment. 
A ‘significant other’ (traditionally thought of as a respected person in a position of 
authority) can positively impact motivation towards behavioural adoption, maintenance and 
adherence towards physical activity by taking on need supportive behaviours (Duda et al., 
2014). This macro-theory of motivation is therefore relevant to the work carried out as part of 
this thesis as it can be used to explain how the socio-contextual environment can influence 
motivation (Rouse et al., 2011). Research in the field of PA has investigated autonomy 
supportive environments created by exercise professionals. However, much less research has 
examined support provided from less authoritative important others such as family and peers 
(Kinnafick, Thøgersen-Ntoumani, & Duda, 2014; Ng et al., 2012; Ntoumanis, Quested, 
Reeve, & Cheon, 2018). 
SDT will be used in the current body of work to shed further light on the 
psychological processes underlying motivation towards behaviour change, PA participation 
and maintenance, whilst exploring the concept of peers as ‘significant others’ providing need 
support to MHSU within a community PA context. When identifying the most effective ways 
of facilitating need supportive environments, the majority of studies have considered face to 
face provision of need support from significant others such as exercise providers (Edmunds, 
Ntoumanis, & Duda, 2008; Rouse, Ntoumanis, Duda, Jolly, & Williams, 2011). However, 
little research has considered a ‘significant other’ in the role of a peer, and there is a paucity 
of research that has considered different modes of need support delivery, for example through 
social media, online forums or an online community (Naslund, Aschbrenner, Marsch, & 
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Bartels, 2016). This PhD will consider the role of peer support delivery face-to-face and via 
an online communication platform on motivation towards PA engagement. 
Sport England: A new strategy for an active nation 
 To supplement the theoretically driven discussion on MHSU, there is a need to better 
understand the political and national context within which PA programmes are delivered. 
Doing so provides depth to the consideration of potential PA enablers or barriers towards 
engagement. As such, this section explores the current government sport policy discusses the 
potential implicates associated with relevant policy directives. 
The government have stated they have a duty to ensure that all individuals can benefit 
from the power of sport (Department for Culture Media and Sport, 2015). There are several 
demographic groups whose engagement in sport and PA is well below the national average, 
thus the benefit of engaging those groups that typically do little or no PA (e.g., women and 
girls, disabled individuals, individuals with mental health problems, those in lower socio-
economic groups and the older population) is vast (Department for Culture Media and Sport, 
2015). It is well established that individuals with mental health problems are more likely to 
be less active due to the significant barriers they present towards being active, such as low 
confidence, low self-esteem and body consciousness, which can lead to physical health 
problems (Chapman, Fraser, Brown, & Burton, 2016). Therefore, more needs to be done to 
increase participation and harness its power to change individuals’ lives for the better, with a 
focus on those who are currently inactive.  
Sport England is a non-departmental public body under the Department for Digital, 
Culture, Media and Sport, responsible for the allocation of funding to the organisations, 
national governing bodies, and NGOs that orchestrate sport development nationally. Sport 
England’s overall vision is that everyone in England, regardless of age, background, or 
ability, feels able to take part in sport or PA (Sport England, 2016). They launched their five-
year current strategy in May 2016 outlining how Sport England will work to make sure 
everyone can experience the benefits of sport and PA.  
The current Governmental sports policy, ‘Sporting Future: A New Strategy for an 
Active Nation’, aligns with a body of work which recognises sport as a social development 
tool, particularly in relation to enhancing mental health through PA engagement (Robson & 
McKenna, 2013). The policy direction focuses on the need to work in different ways to 
ensure all individuals benefit from taking part in sport and PA (Sport England, 2016). In 
order to achieve this, key actions include: focusing more money and resources on tackling 
inactivity, investing more in children and young people from the age of five, helping those 
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who are active to continue to be active, putting customers at the heart of what they do, 
helping sport to keep up the pace, working nationally where it makes sense to do so, working 
with a wider range of partners, and working within the sport and PA sector to encourage 
innovation. 
‘Towards an Active Nation’ is Sport England’s response to the government’s 
‘Sporting Future’ strategy launched in December 2015, which helps to deliver against health, 
social, and economic outcomes set out in the government’s strategy (Sport England, 2016). 
The overall aim and desire of the ‘Towards an Active Nation’ strategy is wanting all 
individuals to experience the benefits that taking part in sport and PA brings, which include 
five specific outcome areas including: mental wellbeing, physical wellbeing, individual 
development, economic development, and social and community development (Sport 
England, 2016). The physical wellbeing area builds upon a body of work that suggests being 
active can reduce the risk of developing type 2 diabetes and other medical conditions such as 
cancer, dementia, strokes, heart disease and depression (Lee et al., 2012). The mental 
wellbeing area highlights the importance of PA in contributing to individuals’ mental 
wellbeing through increased self-esteem and confidence, life satisfaction, cognitive 
functioning and a positive impact to emotion regulation. Further, these focal points build 
towards consideration of individual development, an area focused upon educational 
behaviour/attainment, increased self-esteem, efficacy, confidence, and soft skills 
development (i.e., integrity, responsibility and leadership) through PA engagement. The 
penultimate focus area is economic development through sport in respect to job opportunities 
and economic success through increased health and wellbeing across organisations. The final 
strategic focal point falls upon social and community development, where the intention is to 
build stronger more cohesive communities, built on social capital and trust, where PA acts as 
a bridge between potential divides.  
These five outcome areas drive Sport England’s strategy and the allocation of 
community sport and PA funding, where their focus extends beyond merely increasing 
participation numbers, to include the wider social, cultural and medical benefits of activity 
(Sport England, 2016). Every investment focuses on at least one of the five outcomes in the 
government’s Sporting Future strategy (Department for Culture Media and Sport, 2015). A 
community programme which aimed to address these areas (mental wellbeing, physical 
wellbeing, individual development, economic development, and social and community 
development) and provide a response to the policy/strategy above was called ‘Get Set to Go’. 
This programme will now be introduced in detail.  
 36 
Mind, the mental health charity and ‘Get Set to Go’ 
Organisations, charities and mental health services in the UK such as The Centre for 
Mental Health, Mental Health Foundation, and ‘Together’ are addressing national mental 
health concerns through innovative research and effective interventions. One key 
organisation that works to improve mental health services, raise awareness and promote 
understanding of mental health is Mind, the UK based mental health charity. Mind’s vision is 
to not give up until everyone experiencing a mental health problem gets both support and 
respect. The charity has six key goals which they strive to achieve through their work 
(staying well, empowering choice, improving services and support, enabling social 
participation, removing inequality of opportunity, and organisational excellence) as well as 5 
values that are at the core of all the work that they do (open, together, responsive, 
independent and unstoppable). 
With 2778 members of staff, 6587 volunteers and 1004 trustees, Mind provide advice 
and support to over 390,000 individuals with mental health problems through programmes, 
helplines, online information, booklets and high quality, tailored services such as talking 
therapies, crisis care, counselling, housing, sport, and workplace training. Mind works in 
partnership with a successful network of 140 local Minds across England and Wales who are 
independent charities and therefore responsible for their own funding. Each local Mind 
understands the needs of their community and tailor their services to suit. As well as 
delivering these services, they are also involved in the planning of mental health services, 
campaigning both locally and nationally, and help to change attitudes of mental health in 
their area. Mind are also charity partners to the ‘Heads Together’ campaign and joint partners 
with Rethink Mental Illness in the ‘Time to Change’ campaign to end stigma and 
discrimination of mental health. They are involved with policy work influencing government 
decisions such as the Mental Health Act Review, NHS long term plan which identifies mental 
health services as a priority, as well as campaigning for local councils to include funds for 
mental health programmes into public health budgets. 
Mind also work with sports providers and sector influencers such as Sport England 
and the Sport and Recreation Alliance. In 2014, Sport England and the Lottery Fund awarded 
a total of £1.5 million to Mind to implement a community project designed to facilitate 
mental health recovery through sport and PA. Mind embarked on a 3-year national 
programme called ‘Get Set to Go’ (GStG) to encourage MHSU to become more involved in 
mainstream sport and exercise within their communities. This project adopted a community 
based participatory research (CBPR: Israel et al., 2005) approach to intentionally engage 
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community members (MHSU) in sharing their unique perspectives and knowledge 
collaboratively with the researchers in all aspects of the research process (i.e., decision 
making, capacity building, knowledge generation and dissemination of findings) (Riffin et 
al., 2016). The main emphasis was placed on the MHSU and the influence of non-academic 
researchers in the process of creating knowledge to then integrate the knowledge gained with 
the action to improve the health and wellbeing of the MHSU through the programme. 
The programme was delivered via three delivery arms; locally, digitally and through 
national media campaigns, with the aim of increasing motivation, participation and 
overcoming barriers to PA. This current body of work is embedded within Mind’s GStG 
programme. Therefore, it is important to provide a greater contextual understanding for the 
development of this thesis, to introduce the programme and to explain the different delivery 
arms of GStG. 
Local delivery. National Mind funded 8 local Minds across four regions in the UK 
(North West, North East, London and the West Midlands). Sports Coordinators were 
recruited in each area to organise the programme locally, recruit, train and support the peer 
volunteers, as well as work closely with mainstream sports providers where the activities took 
place. The local Minds provided group-based peer support and one-to-one advice for those 
interested in sport and PA. A range of activities included sports such as badminton and 
football, fitness activities such as the gym and boxfit, and mindful activities including yoga. 
The aim was to reach and provide peer support to 1,600 people, with the delivery of the 
programme aiming to reduce barriers towards PA participation and help Mind’s users join in 
with mainstream sport and physical activities. This was successfully achieved, with GStG 
supporting 3585 individuals to become active in their local communities (Mind, 2019). 
Individuals with lived experience of mental health were recruited by Mind, as peer 
volunteers, to help facilitate the sport and PA taster sessions. The peer volunteers provided 
tailored advice, using their lived experience of mental health problems, to 1870 individuals 
registering for ongoing support throughout the programme. Two hundred and twenty-four 
peer volunteers were recruited, trained and supported by Sports Coordinators throughout the 
programme. Mainstream sports providers were invited to attend a ‘Mental Health Awareness 
in Sport and PA’ training workshop to better understand the programme participants. MHSU 
entered the programme through self or professional/medical referral. 
Digital delivery. Mind has an existing online peer support community platform called 
‘Elefriends’ with over 16,500 members. The online peer community encourages its members 
to share their mental health struggles, and provides a safe space, that is moderated by Mind, 
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to talk, provide and receive support. As an arm of the GStG programme, the website was 
further developed to better support online users to share their stories about getting active. 
Complimentary online ‘sport peer support’ content was created which involved Mind 
uploading images, quotes and stories associated with sport and PA experiences, as well as 
information aimed at increasing participant motivation and a “Being Active” hashtag to 
encourage interaction between the members. The overall aim of the information was to 
encourage, inspire and promote the benefits of PA and reduce the perceived barriers to PA for 
the online community. Over the duration of the 3-year programme, GStG raised awareness of 
how being physical active can support mental health to 83282 individuals who engaged with 
a variety of means such as web and social media content. GStG also provided online peer 
support to 8219 individuals (Mind, 2019).  
National delivery. Nationally, the programme aimed to reach a wide range of MHSU 
with motivational messages about the value of sport and PA for wellbeing and mental health 
recovery. Throughout the programme, three nationwide communications campaigns were 
launched (July 2015, April 2016, March 2017). Each of the three campaigns focused on a 
specific target population. The first target population included adults with mental health 
problems which engaged with 14399 adults and 2070 taking action as a result of the 
campaign materials. The second target population was women with mental health problems, 
engaging with 64135 women, 23587 taking further action with regards to their PA behaviour. 
The final campaign targeted South Asian women and engaged with 4748 women.  
Each national campaign lasted two weeks and involved key motivational messages 
being distributed to individuals via films, advertising, information resources and social 
media. Examples of website content included a webpage titled “Getting active helps me feel 
more positive”, an online guide titled “PA, Sport and Mental Health” and an individual’s 
personal account called “Dance gives me vitality”. Examples of illustrations, pictures and 
captions from social media include a ‘Five steps’ online video which encouraged individuals 
to take small steps towards improving their PA levels, and a ‘How to’ PA and sport booklet 
which included specific actions to help towards PA engagement.  
Researchers at Loughborough University were commissioned as the independent 
academic evaluation team to investigate the effectiveness of all 3 delivery strands of GStG 
and their overall impact on participant outcomes, such as PA behaviour, attitudes towards PA 
including motivations and barriers. The evaluation team worked collaboratively with a Lived 
Experience Panel to consult on aspects of the evaluation including the designing of materials, 
language to be used for programme resources and how best to disseminate findings to the 
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mental health population. The effectiveness of the programme was evaluated against 
comparative data collected from a control group of participants who were not involved in 
GStG. To summarise, the aim of the research team was to evaluate the effectiveness of GStG 
and the evaluation objectives were to understand a) the relationship between sport and mental 
health recovery, b) the effectiveness of the peer support model for encouraging sustained 
sports participation, c) the reach of the national communications campaign and d) the impact 
of online peer support on mental health and sports participation. 
Purpose of the thesis 
It is necessary to draw and build upon existing research to facilitate our knowledge 
and understanding of the role of peer support for supporting PA engagement and motivation 
of MHSU. Adding to the current literature, this body of work will investigate how socio-
cultural factors such as peer support impacts motivation, PA participation and the mental 
wellbeing of MHSU in the context of a community PA programme (Get Set to Go) for 
MHSU. Previous research has considered the inclusion of peer support within PA 
programmes; however, little research has been conducted which considers the role of peer 
support and the lived experience of mental health as the active ingredient within a community 
programme specifically targeting the motivation to be physically active for MHSU. All 
research materials for the upcoming studies were developed in consultation with a Lived 
Experience Panel representing a variety of mental health backgrounds. Such a collaborative 
approach is consistent with the ethical standards for research for individuals. Further, this 
PhD will consider differences between face-to-face and online social support towards the 
motivation to PA, and mental wellbeing of MHSU. Previous research has focused on peer 
support from the perspective of the recipients, thus omitting the experiences of the peer 
support providers. Therefore, this PhD will explore the role of peer support from the 
perspectives of both those delivering peer support (peer volunteers) and those receiving peer 
support (MHSU). 
Aim and Objectives 
The aim of this thesis is to explore the role of peer support within a community-based, 
PA programme for MHSU. The research objectives of how I intend to meet the research aim 
are as follows: 
1. To explore the current literature around peer-based, community PA programmes for 
MHSU and highlight the gaps where further research is required 
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2. To investigate longitudinally whether social support (face-to-face and via an online 
platform) predict changes in the psychosocial variables of motivation, PA, social 
support and mental wellbeing of MHSU within a community-based, PA programme 
3. To qualitatively explore MHSU’ experiences of peer support (face-to-face and via an 
online platform) within a community-based, PA programme 
4. To qualitatively explore the experiences of those providing peer support (peer 
volunteers) and investigate the psychological processes underpinning volunteers’ 
motivation to provide peer support within a community-based, PA programme. 
Structure of the thesis 
The four research objectives will address the overall aim of the PhD thesis. The 
chapters have been split by separate studies which have been written as individual 
manuscripts, and therefore each have their own introductions. Following the general 
introduction, chapter 2 will provide a systematic scoping review of literature to date specific 
to community-based, PA programmes for MHSU that incorporate a peer support element. An 
overview of studies which have been conducted in this area will be discussed in relation to 
the thesis objective 1. 
Chapter 3 will quantitively address objective 2 and explore differences between face-
to-face and online social support using a longitudinal design. Data were collected via an 
online questionnaire, at 3 separate time points (baseline, 3 months and 6 months) and 
measured perceived social support, motivation, levels of PA and mental wellbeing of MHSU. 
To explore this relationship in depth, chapter 4 will address objective 3 using a two-
study inquiry by qualitatively exploring MHSU experiences of peer support within a 
community-based, PA programme. Study 1 explores experiences of those receiving face-to-
face support from a peer volunteer and study 2 explores experiences of MHSU accessing peer 
support through an online network. 
Chapter 5 will address objective 4 and qualitatively explore the role of peer support 
from the perspectives of the peer volunteers. Little research has considered the impact of peer 
support from those individuals providing it, particularly within a community, PA context for 
MHSU. Therefore, it is important to understand how the peer volunteers experience their 
roles as volunteers and its impact on their own mental wellbeing, and underlying quality of 
motivation towards sustained volunteering.  
Chapter 6 will provide an overall discussion to the thesis, drawing on the key findings 
from the previous chapters, the implications of this research on the wider mental health 
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population and considerations for practice when incorporating peer support into the design of 
physical activity interventions for MHSU. 
Original contributions of the thesis to knowledge 
Before progressing to the empirical chapters of this thesis, it is important to highlight 
the significant and original findings presented within this thesis. Due to the relative infancy 
of research on peer support for mental health within community-based PA programmes, a 
systematic scoping review was considered appropriate to contribute to existing knowledge. A 
systematic scoping review aims to rapidly map the relevant research in a field of interest 
(Colquhoun et al., 2014). Therefore, it adopts an approach that seeks to present an overview 
of a potentially broad and diverse body of literature which has not yet been comprehensively 
reviewed, using evidence from a range of study designs and methods. They are a systematic 
means of questioning the ‘who, where and how?’ to consider the influence of context on 
practical developments and behaviour change (Pham et al., 2014). Findings of a recent 
systematic review of community-based interventions have been important for going beyond 
measurable PA outcomes and demonstrating broader psychosocial and environmental factors 
influencing PA experiences of MHSU (Andy Soundy et al., 2014). However, further 
exploration was needed to consider the role of peer support within community-based PA 
programmes particularly to help understand and overcome barriers to promoting PA 
participation in MHSU (Quirk et al., 2017; Soundy et al., 2014). Therefore, the aim of the 
systematic scoping review in chapter 2 was to explore the current literature on the inclusion 
of peer support in community-based PA programmes for MHSU. 
A frequent limitation of research examining the relationship between PA and mental 
wellbeing is small sample sizes and a lack of longitudinal designs establishing longer term 
associations (Harandi, Taghinasab, & Nayeri, 2017; Wang, Mann, Lloyd-Evans, Ma, & 
Johnson, 2018). Little is known about the mechanisms that support successful 
implementation of community-based PA programmes for MHSU (Harris, 2018). Therefore, 
longitudinal research is needed to understand how the concept of, and differences between, 
face-to-face and online support within a community PA programme may be associated with 
outcomes such as PA, social support, motivation and mental wellbeing among MHSU 
(Bellamy, Schmutte, & Davidson, 2017). Thus, the longitudinal design of the study in chapter 
3 was implemented to further understand the often-complex PA and mental health 
relationship where interlinked determinants are present (Harandi et al., 2017). 
The role of peers being viewed as ‘significant others’ within the findings of chapter 4 
adds an original contribution to the current literature. Self-determination theorists (Deci & 
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Ryan, 2000) suggest that through need support, ‘significant others’ such as individuals 
viewed in a position of authority can positively impact motivation towards behavioural 
adoption, maintenance and adherence towards PA (Duda et al., 2014). However, research in 
the field of PA has predominantly investigated need supportive environments created by 
individuals in a position of authority (e.g., exercise professionals).  Less research has 
examined need support provided from less authoritative important others such as family and 
peers (Johan Y Y Ng, Ntoumanis, Thøgersen-Ntoumani, Stott, & Hindle, 2013a; Rouse, 
Ntoumanis, Duda, Jolly, & Williams, 2011).  
Previous research into reciprocity and volunteering has predominantly been 
conducted from the perspective of the participants who were representing a non-marginalised 
population (Manatschal & Freitag, 2014). The present study adds to existing literature by 
demonstrating that reciprocal relationships between peer volunteers and MHSU within 
community-based PA sessions can facilitate continued motivation to peer volunteering.  
Finally, an original contribution to knowledge within this thesis was that it 
investigates an area of research that has not yet received much attention; peer volunteering 
from the perspective of the volunteers, within a community-based PA programme for MHSU. 
Little is known about helping behaviours, such as peer volunteering, within community PA 
programmes aimed to facilitate mental health recovery (Firmin, Luther, Lysaker, & Salyers, 
2015). Previous research has documented the benefits of peers providing support through 
volunteering from the perspective of the peer support recipients (Dennis, 2003; Oostlander, 
Güntert, van Schie, & Wehner, 2014; Read & Rickwood, 2009b). However, in order to better 
understand individuals’ motivation towards volunteering within mental health settings, 
research is required to investigate individual experiences from the perspectives of the peer 
support providers. This includes both the positive experiences of volunteering, as well as the 
challenges faced throughout their role which is much less reported within the previous 
literature.  
Mixed-methods research 
It has been argued that mixed methods approaches have not been sufficiently 
represented within the social sciences, a notable omission considering the rich and valuable 
insights this approach can provide by addressing research questions more comprehensively 
(Tariq & Woodman, 2013). Research approaches continually evolve and change in response 
to the complex, interconnected global communities and their needs in the world (Creswell & 
Garrett, 2008). Therefore, researchers need a large toolkit of methods and designs to address 
 43 
complex, interdisciplinary research problems, requiring skills in both qualitative and 
quantitative research (Creswell & Plano-Clark, 2011) 
There is an ongoing debate around the terminology used: a mixed research approach 
is usually referred to as ‘mixed methods research’ (Johnson & Christensen, 2017). 
Researchers have argued that a more appropriate term is ‘mixed research’ to be accurate and 
acknowledge that the quantitative-qualitative debate is not only about methods but mainly 
about philosophy (Johnson & Christensen, 2017). However, the term ‘mixed methods 
research’ was intended to be inclusive and not exclude the philosophical aspects of the 
concept (Fetters & Molina-Azorin, 2017). Therefore, this thesis will adopt the more 
commonly used and accepted term of ‘mixed methods research’. 
Within mixed methods research, a researcher uses a mix of quantitative and 
qualitative approaches (designs and methods) in one study or a set of related studies (Antwi 
& Hamza, 2015). This can be done concurrently when conducting both parts at the same 
time, or sequentially when conducting one part first followed by the second part (Antwi & 
Hamza, 2015). The reason for choosing the method determines its order in the research 
design (Glogowska, 2011). Figure 1.2 demonstrates an explanatory sequential design 
according to Creswell and Plano-Clark (2011). The rational for this approach is that the 
quantitative data and results provide a general picture of the research problem, before more 
analysis (specifically through qualitative data collection) is needed to refine, extend or 
explain the research further. 
 
 
 
 
 
 
 
Figure 1.2. An explanatory sequential design (Creswell & Plano-Clark, 2011, taken from 
Subedi, 2016, pg. 573). 
 
The core assumption of mixed methods research approach is that mixing quantitative 
and qualitative methods provides a complete understanding of the research problem rather 
than using only one type of method (Creswell, 2014). As a working definition, mixed 
methods is an approach to inquiry in which the researcher links (e.g., merges, integrates or 
connects) both quantitative and qualitative data to provide a unified understanding of a 
research problem (Creswell & Plano-Clark, 2011). Using a mixed methods research approach 
can provide both quantitative and qualitative reasoning that leads to the most rounded 
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approach to data collection and explanation of the data (Tashakkori & Teddlie, 2010). 
Further, this results in a better understanding for the studied research phenomena by attending 
to the merits of both quantitative and qualitative approaches (Creswell, 2014). Quantitative 
research has traditionally provided a measurement orientation in which data can be gathered 
from many individuals and trends assessed across large geographic regions (Creswell & 
Garrett, 2008). On the other hand, qualitative research yields detailed information reported in 
voices of participants and contextualised in the settings in which they provide experiences, 
and the meanings of their experiences (Creswell & Garrett, 2008). Quantitative and 
qualitative approaches are no longer seen as two discreet opposing approaches but instead, 
represent two ends of a continuum whereby a mixed research approach is in the middle of 
this continuum (Creswell, 2014).  
Like all approaches to research, there are advantages and disadvantages to using a 
mixed methods research approach. A key advantage is the complementary strengths that 
using both quantitative and qualitative can bring to research, whereby the researcher uses the 
strengths of one research method to enhance or support another method (Creswell & 
Tashakkori, 2007). Using quantitative or qualitative in isolation is limited and can lead to an 
incomplete understanding of many research problems (Tashakkori & Teddlie, 2010). Every 
research approach has its strengths and weaknesses, thus should be combined in a way that 
improves research quality by gaining integral strengths and avoiding overlapping weaknesses 
(Johnson & Christensen, 2012).  
Pragmatism 
Many researchers have stressed that pragmatism can provide a philosophical 
justification for a mixed methods research approach (Denscombe, 2008; Mitchell, 2018). 
Pragmatism is considered as the ‘philosophical partner’ of mixed methods research as its 
underlying assumptions provide the essence for mixed methods research. Further, research 
states that pragmatism is an advanced philosophy that provides epistemology and logic for 
combining quantitative and qualitative approaches and methods (Johnson & Onwuegbuzie, 
2007). Pragmatism is a type of philosophy that permits mixing paradigms, assumptions, 
approaches and methods of data collection and analysis (Creswell, 2014).  
Pragmatism is associated with the notion of ‘what works’, referring to the pragmatic 
theory of truth (Creswell, 2014). Moreover, a pragmatic approach to research simply orients 
towards solving practical problems in the real world rather than being built on assumptions. 
Pragmatism is concerned with the nature of knowledge and as a result, leads ‘action-oriented’ 
research procedures (Cameron, 2011). In order to explain the relationship between 
 45 
knowledge and action from a pragmatic point of view, Goldkuhl (2012) defined three forms 
of pragmatism; functional pragmatism or knowledge for action (the purpose of scientific 
knowledge is to improve action and make a practical difference), referential pragmatism or 
knowledge about action (implies pragmatism describes the world in an action-oriented way), 
and methodological pragmatism or knowledge through action (asserts that knowledge is 
created through action, or action is the source to know about the world). The position adopted 
within this thesis is one of functional pragmatism, a suitable approach to best tackle the 
multifaceted research objectives discussed previously.  
The notion ‘what works’ is also related to the use of research methods (Creswell, 
2014; Hall, 2013). Every research starts with an interesting thought or a research question and 
a final goal to answer this question in order to add valuable knowledge to the concerned area 
of research (Greener, 2008). According to pragmatism, research should be designing and 
conducting in the best way that serves to answer the research questions regardless of the 
underlying philosophy (Creswell, 2014). A paradigm perspective argues that mixed methods 
research is less about methods or the process of research, and more about the philosophical 
assumptions that researchers bring in their inquiries (Biesta, 2010). To understand mixed 
methods research, a focus on philosophical issues is required, such as what knowledge 
warrants decisions, attention, how knowledge is learned, the nature of reality and values, as 
well as the historical and socio-political perspectives that individuals bring to research 
(Biesta, 2010).  
Ontological and epistemological stance 
Without a clear philosophical justification for the pragmatic methodological choices, 
pragmatism will always be underestimated as an integrated paradigm and will be equal to the 
‘paradigmatic stance’ or the ‘multiple paradigm approach’ (Creswell & Tashakkori, 2007). 
Therefore, research has presented pragmatism as a coherent paradigm by the concept of its 
ontological and epistemological stances, whereby it has conceptualised the stances for 
pragmatism in a way that combines quantitative and qualitative paradigms’ point of view as 
two integrated, not conflicting philosophies (Creswell & Tashakkori, 2007). 
Based on the principle of “ontological foundationalism” (the belief that ontological 
investigations play a central role for the social sciences, providing the foundation for the 
explanation of social phenomena, social regularities and the effects that social phenomena 
have on individual behaviour), researchers need to have a clear view about reality in order to 
make the right method choices (Lohse, 2017). Ontology is the most ignored aspect of 
pragmatic philosophy as pragmatism is usually seen through epistemological and 
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methodological stances, now as a whole integrated paradigm (Lohse, 2017). However, it is 
important to address the ontological differences between the two paradigms (quantitative and 
qualitative). Research has argued that pragmatism implies pragmatic research is 
‘intersubjective’ which means being both subjective and objective at the same time and 
accepting both the existence of one reality and that individuals have multiple interpretations 
of reality (Johnson & Christensen, 2012). Although it is important to recognise and minimise 
potential bias towards the research phenomenon under investigation, it is also important to 
understand the researchers’ (social actors’) point of view (Johnson & Christensen, 2012). 
The ‘reality cycle’ is an ontological stance that is based on the existence of one reality 
in a certain context at a certain point of time, and multiple perceptions of this reality in the 
social actors’ minds (Scotland, 2012). The social actors’ perceptions of reality control their 
behaviours which causes changes in the context and consequently, in reality (Scotland, 2012). 
As reality changes, the pragmatic researcher can switch between the two positions of the one 
reality or multiple perceptions of reality. In terms of the epistemological stance, ‘double 
faced knowledge’ suggests that quantitative and qualitative researchers claim they can only 
accept either the observable or unobservable as knowledge is a difference in their individual 
point of view rather than a difference in the nature of knowledge (Biesta, 2010). Thus, any 
type of knowledge can be seen as observable or unobservable based on the instantaneous 
ontological position as the pragmatic researcher, providing the opportunity to capture data 
from MHSU one single approach might miss (Biesta, 2010). 
Therefore in summary, and considering the current body of work, a whole a mixed-
methods approach combining both qualitative and quantitative methods of data collection 
was implemented. This will include a combination of methods such as a systematic scoping 
review, a longitudinal survey, focus groups, phone interviews and online messenger 
interviews. This will enable the appropriate method of data collection from varying 
perspectives, such as the experiences of both the MHSU and peer volunteers, as well as 
developing an understanding of the differences between online and face-to-face support on 
psychosocial variables such as motivation, PA, perceived social support and mental 
wellbeing. The next chapter of this thesis will be an extensive review of previous research 
and current literature to date. 
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CHAPTER 2 
 
 
 
 
 
 
 
 
 
 
LITERATURE ON PEER-BASED COMMUNITY PHYSICAL 
ACTIVITY PROGRAMMES FOR MENTAL HEALTH SERVICE 
USERS: A SYSTEMATIC SCOPING REVIEW 
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CHAPTER 2 
 
Having broadly discussed the research area this thesis aims to address, this chapter will explore 
the extant literature around the inclusion of peer support within community, PA programmes 
for MHSU. Chapter 2 will begin by stating, in detail, the fundamental challenge with which 
the research aims to address throughout this thesis, before conducting a systematic scoping 
review on the relevant studies to date regarding the inclusion of peer support within community 
PA programmes for MHSU. The chapter will conclude by identifying the gaps within the 
current literature, thereby conceptually locating this body of work.  
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Abstract 
Physical activity (PA) is a key determinant of mental health; community programmes aim to 
increase health and well-being on a community wide scale, with greater emphasis on social 
interaction (Quirk et al. 2017). Regular PA participation in community settings yields 
additional social benefits, such as peer support. Peers are defined as individuals who identify 
with one another through their experiences, and based on commonality of, diagnosis (Keyes 
et al. 2016). There is limited research investigating the incorporation of peer support within 
community-based PA programmes for mental health service users (MHSU).  This scoping 
review explores existing literature that has included peer support as a component of 
community-based physical activity programmes for MHSU. We examined published 
literature following the methodological framework by Arksey and O’Malley (2005) using 
electronic databases (SportDiscus, Web of Science, MEDLINE, and PsycINFO), reference 
lists, and hand searching of journals. Thirteen articles met the inclusion criteria of 
programmes that included: adults aged 18 and over, a peer support component, physical 
activity and/or sport, participants with a mental illness diagnoses and were community-based. 
Research published between 2007 and 2019 was peer-reviewed and written in English was 
included. Nine studies found a significant increase in perceived social support, seven studies 
reporting increased mental wellbeing and five studies reported increased physical activity 
levels. Effectiveness of the reviewed programmes as categorised as: overall improvements in 
physical activity levels, improvements to mental health, exercise related psychosocial 
benefits, knowledge relating to self-care, and improved social connections. Findings support 
that community-based physical activity programmes produced psychosocial benefits and 
positive behaviour change for MHSU. Greater focus is required to implement effective peer 
support into community programmes to facilitate physical activity engagement in the mental 
health population. 
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Introduction 
The increasing prevalence of mental health problems is a growing concern, with one 
in four people in the UK experiencing mental health problems each year (Rosenbaum, 
Tiedemann, Ward, Curtis, & Sherrington, 2015a) and one in six having a clinical diagnosis 
(Mental Health Federation, 2016). Consequently, mental illness is thought to be the UK’s 
biggest and most costly public health problem, with costs estimating around £22.5 billion per 
year in the UK alone (Rosenbaum, Tiedemann, Ward, Curtis, & Sherrington, 2015).  
Mental health and mental illness are two separate, yet related concepts (WHO, 2014). 
Mental health has been defined as “a state of well-being in which every individual realises his 
or her own potential, can cope with the normal stresses of life, can work productively and 
fruitfully, and is able to make a contribution to her or his community” (WHO, 2014). 
Therefore, mental health is concerned with emotions, thoughts, feelings, one’s ability to 
problem solve and overcome difficulties, social connections and understanding of the world 
(WHO, 2014). When a set of symptoms are present for a specified duration and this 
constellation of symptoms coincides with distinctive cognitive and social functioning, an 
individual may experience and be diagnosed with a mental illness (WHO, 2014). Both 
individuals with poor mental health and mental illness will be included in this review if they 
utilise mental healthcare services. These individuals will be referred to as ‘mental health 
service users (MHSU)’. 
MHSU experience substantial disparities in health, including rates of morbidity and 
mortality (Stubbs, Williams, Gaughran, & Craig, 2016; Vancampfort et al., 2016). Evidence 
has shown life expectancy reduction of 10-25 years in those with mental illness due to health 
inequalities (Rosenbaum et al., 2015). Physical activity (PA) can play an important role in 
closing the physical inequalities gap, with lifestyle modifications such as diet and exercise 
being recommended for improvement of chronic disease outcomes (Black et al., 2015; de 
Rezende, Rey-López, Matsudo, & Luiz, 2014). Meeting the international recommendation of 
150 minutes of moderate intensity PA in bouts of 10 minutes per week, or 75 minutes of 
vigorous intensity PA across the week, has important physical health (Firth et al., 2016) and 
mental health benefits (McDowell, MacDonncha, & Herring, 2017). Compared to individuals 
who are physically active, individuals with serious mental illnesses are at a substantially 
increased risk of developing obesity, type 2 diabetes, cancer, heart disease, high blood 
pressure and other prevalent/chronic conditions (Stubbs, Vancampfort, De Hert, & Mitchell, 
2015; Vancampfort et al., 2015). There is also an increased risk of developing cardiovascular 
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disease as a side-effect to taking antipsychotic medications to treat a variety of mental 
illnesses (Vancampfort et al., 2017). 
However, research has identified that MHSU continue to engage in significantly 
lower levels of PA compared to the general population (Schuch et al., 2017). Given the 
positive benefits of PA for physical wellbeing, it is essential to consider how to engage 
mental health service users in PA, by overcoming existing barriers to PA. If MHSU increase 
levels of PA, they may facilitate recovery from mental illness, and further reduce rates of 
mortality (Ashdown-Franks et al., 2018; Firth et al., 2016). Incorporating PA into the plans 
for recovery among MHSU can help to mitigate the financial costs attached to this worldwide 
economic health issue and help aid individuals’ recovery. 
Significant positive associations have also been found between PA and mental 
wellbeing for those with depression (Schuch et al., 2017; Stubbs, Rosenbaum, Vancampfort, 
Ward, & Schuch, 2016; Vancampfort et al., 2017) and anxiety (McDowell, MacDonncha, & 
Herring, 2017). PA can be implemented by individuals within their daily routines as a form 
of self-care (Geneen et al., 2017; Vancampfort, Stubbs, Sienaert, et al., 2015) (Geneen et al., 
2017; Vancampfort, Stubbs, Venigalla, & Probst, 2015). Failure to seek help for mental 
health distress can escalate leading to more intensive long-term treatment (Quirk, Crank, 
Harrop, Hock, & Copeland, 2017) which in turn adds to the burden and financial cost of poor 
mental health on the economy and individuals (Rosenbaum et al., 2015). Given that it has 
been emphasised that more can be done to intervene and improve health risk profiles of 
individuals with chronic psychiatric and mental illness (Brymer & Davids, 2016), purposeful 
leisure and PA interventions might afford opportunities to help MHSU in their recovery plans 
(Harvey, Delamere, Prupas, & Wilkinson, 2010). 
Understanding factors associated with the compliance of PA recommendations is an 
important focus for public health (Vancampfort, Stubbs, Mitchell, et al., 2015). Currently, PA 
interventions for MHSU have shown varying success (Harrold et al., 2017; Stubbs, et al., 
2016). A recent scoping review found similarities between the barriers and facilitators of PA 
engagement among the general population, and among individuals with depression 
(Glowacki et al., 2017). However, individuals with depression seemed reliant on the emotion 
domain within behaviour change processes (Cane et al., 2012). Traditional behaviour change 
theories (e.g. Theory of planned behaviour (Ajzen, 1991) and Transtheoretical model for 
behaviour change (Prochaska & Di Clemente, 1982) provide little guidance for the impact of 
emotion on behaviour change processes or how it can be effectively managed or targeted, 
therefore unlikely to be adequate for promoting PA among MHSU (Glowacki et al., 2017). 
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For example, low mood, lack of energy and fatigue are barriers reported in the emotion 
domain that are all symptoms of mood disorders such as depression (Vancampfort et al., 
2015). From a practical perspective, this represents a unique barrier with regards to the 
importance and challenge due to the symptomatic nature of mood and emotional 
dysregulation present in this population (Ekkekakis & Dafermos, 2012). PA therefore, is not 
just related to individuals’ intentions and beliefs but may be influenced by automatic 
processes such as emotion (Rebar et al., 2016). 
Research has highlighted the importance that societal, cultural and natural contexts 
can have on behaviour change processes, and how system-level changes may be required to 
make regular PA engagement more achievable among individuals with mental health issues 
(Vancampfort et al., 2017). Prescribing PA does not directly lead to mental health and 
wellbeing benefits, but efficacy of these efforts are entirely reliant on individuals’ current 
states, past and context (Rebar & Taylor, 2017). Given this consideration, this current 
scoping review will focus on how community-based PA programmes are delivered for 
MHSU. 
Evaluating programmes can improve our understanding of the barriers and facilitators 
of PA engagement (Vancampfort, Stubbs, Venigalla, et al., 2015). When considering the 
design of interventions, it is important to consider the socio-contextual factors and 
surrounding environment that can influence an individual’s engagement in PA (Brand et al., 
2014). Community interventions help to increase health and wellbeing on a community-wide 
scale, with an emphasis on social interaction rather than a focus on the individual (Quirk et 
al., 2017). Typically, community-based approaches to health promotion emphasise that an 
individual’s behaviour is shaped by dynamic interplay of the social environment including 
interpersonal, organisational, cultural, socioeconomic, and environmental and policy 
influences (Sallis, Owen, & Fisher, 2008). A social ecological perspective on health 
promotion is based not on a single theory but rather a broad, overarching paradigm that 
bridges several different fields of research (Stokols, 1996). Social ecology views behaviour as 
both the result of knowledge, values, and attitudes of individuals (Sallis et al., 2008). The 
result of social influences, including the people individuals associate with, the organisations 
to which they belong, and the communities in which they live are all considered within the 
social ecological perspective (Sallis et al., 2008). 
Behaviour change is expected to be maximised when environments and policies 
support positive health behaviour choices, when social norms and social support for positive 
heath behaviour choices are strong, and when individuals are motivated and educated to make 
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those choices (McLeroy, Norton, Kegler, Burdine, & Sumaya, 2003). Therefore, changing 
behaviour may require using social influence, for example family, social networks and peers, 
as strategies for change (McLeroy et al., 2003). 
PA in community-based settings carries benefits of social support that may encourage 
activity engagement (Quirk et al., 2017). A specific form of social support that is a relatively 
new addition but growing in popularity within health programmes for MHSU is peer support 
(Davidson, Bellamy, Guy, & Miller, 2012). Within the context of mental health, peer support 
is support provided to individuals with poor mental health or mental illness by other 
individuals who also have a lived experience of mental health problems or illness (Lloyd-
Evans et al., 2014). Such support has been proposed as a way to promote recovery for 
individuals who have experienced poor mental health or mental illness, irrespective of their 
diagnosis (Repper & Carter, 2011). Peers’ lived experience of mental illness is the 
fundamental element of the support offered towards motivating PA engagement of fellow 
MHSU (Soundy, Stubbs, Probst, Hemmings, & Vancampfort, 2014). 
Peer-led and peer-delivered interventions have been used with success across the 
chronic illness literature, including evidence that peer support delivered by mentors can have 
a positive effect on increasing PA levels, self-efficacy, perceived social support and 
decreasing depression (Dale, Brassington, & King, 2014). However, the effectiveness of, and 
context in which, peer support interventions can better promote PA for MHSU is not well 
understood (Quirk et al., 2017). 
Community-based approaches to PA involve community members and leaders from a 
variety of backgrounds coming together to promote PA in both an organised and integrated 
way (Bopp & Fallon, 2008). A large number of individuals can be reached via limited 
resources, often resulting in greater improvements and increased sustainability over time 
(Bopp & Fallon, 2008). Community interventions are important and appropriate for PA and 
MHSU whose health is influenced by complex individual-level and system-level factors 
(Quirk et al., 2017). Findings of a recent systematic review of community-based interventions 
have been important for going beyond measurable PA outcomes and demonstrating broader 
psychosocial and environmental factors influencing PA experiences of MHSU (Soundy et al., 
2014). However, further exploration is needed to consider the role of peer support within 
community-based PA programmes particularly to help understand and overcome barriers to 
promoting PA participation in MHSU (Quirk et al., 2017; Soundy et al., 2014). Therefore, the 
aim of this systematic scoping review is to explore the current literature on the inclusion of 
peer support in community-based PA programmes for MHSU. 
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Due to the relative infancy of research on peer support for mental health within 
community-based PA programmes, the research question was best answered by evidence 
from a range of study designs, and a systematic scoping review was considered appropriate. 
A systematic scoping review is a type of literature review that aims to rapidly map the 
relevant research in a field of interest (Colquhoun et al., 2014). Therefore, it adopts an 
approach that seeks to present an overview of a potentially broad and diverse body of 
literature which has not yet been comprehensively reviewed. They are a systematic means of 
questioning the ‘who, where and how?’ to consider the influence of context on practical 
developments and behaviour change (Pham et al., 2014). This enables the informing of 
practice, programmes and provide a direction for future research (Colquhoun et al., 2014). 
Method 
A five-stage methodological framework proposed by Arksey & O’Malley (2005) was 
adopted for this review. The five stages adopted for this review were: identifying the research 
question, identifying relevant studies, study selection, charting the data, and collating, 
summarising and reporting the results (Arksey & O’Malley, 2005). 
Stage 1. Identifying the research question. The scoping review addressed the 
question: ‘What is known from published research about using a peer support approach 
within community-based physical activity programmes to promote physical activity for 
MHSU?’ 
Stage 2. Identifying relevant studies. A literature search strategy was developed by 
the first author and co-author in collaboration. The key terms identified were ‘mental health’, 
‘physical activity’, ‘peer support’, ‘peer led’, ‘peer*’, ‘community-based intervention*’, 
‘psychological wellbeing’, ‘exercise’, ‘mental illness’, ‘communit*’ and ‘mental wellbeing’. 
The first author conducted separate searches which covered the listed search terms across 
four different databases; SportDiscus, Web of Science, PsycINFO and MEDLINE. 
Stage 3. Study selection. Titles and abstracts identified by the search strategy were 
scanned to determine if the study met the review inclusion and exclusion criteria. A second 
reviewer assessed the title and abstracts independently against the inclusion and exclusion 
criteria as a quality check. 
The inclusion criteria that were generated to guide the search and review of articles 
that included; adults aged 18 and over, a community-based intervention, PA and/or sport, a 
peer support component, participants with a mental health diagnoses, research published in 
the last 12 years (2007-2019) to capture the recent and most relevant literature, peer-reviewed 
and written in English. The exclusion criteria identified studies that included children and 
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adolescents, and research not using English as a first language. These criteria were 
deliberated throughout the search process and modified as the nature of the literature became 
apparent. This iterative approach is consistent with recommendations that within a scoping 
review, where the researcher should not place any restrictions on the initial searches or search 
parameters (Arksey & O’Malley, 2005). 
Within this second stage of Arksey and O’Malley’s (2005) framework, a step by step 
process was conducted to ensure a systematic, replicable process was carried out (Table 2.1). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 56 
Table 2.1. Search terms, databases used and number of articles found at each stage of the search process 
Note. Numbers in table refer to number of articles. Stages of the search process are as follows; stage 1= initial search, stage 2 = search filters added (for example, age, language, 
peer reviewed, date), stage 3= full text available, stage 4= relevant and saved
Key search terms Sport Discus  Web of Science         PsycINFO       MEDLINE  Total from 
database 
(without 
duplicates) 
Stages of search process 1 2 3 4  1 2 3 4  1 2 3 4  1 2 3 4   
“mental health” AND “physical 
activity” AND “peer support” 
1 1 1 0  4 3 3 3  10 5 5 4  6 6 3 3  6 
“mental health” AND “physical 
activity” AND “peer-led” 
0 0 0 0  2 2 2 2  3 2 2 2  2 2 2 2  2 
“mental health” AND “physical 
activity” AND peer* 
28 18 12 0  129 114 36 3  164 82 18 6  92 85 12 2  9 
“mental health” AND “physical 
activity” AND community-based 
intervention* 
3 2 2 1  67 64 19 6  46 26 15 6  17 17 10 6  15 
“mental health” AND “physical 
activity” AND “psychological 
wellbeing” 
4 3 2 0  25 22 19 7  7 6 6 1  9 8 3 2  7 
“mental health” AND “physical 
activity” AND “exercise” 
   Too many returns therefore revised search terms - see row below   
“mental health” AND “physical 
activity” AND “exercise” AND 
community* 
71 56 26 3  230 177 69 20  445 289 55 13  260 223 31 12  34 
“mental health” OR “mental illness” 
AND “physical activity” 
   Too many returns therefore revised search terms - see row below   
“mental wellbeing” AND “physical 
activity” 
4 1 1 0  51 43 25 7  23 19 16 9  33 29 20 6  13 
    Total from databases and search terms (cross-checked and duplicates 
removed) 
 78 
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Database specific folders were created, and all articles were saved to their 
corresponding sub-folder according to the search terms. Duplicate articles were identified and 
removed from these folders. Reference lists from the articles were scanned and a hand search 
via Google Scholar was conducted for any additional relevant articles. Three studies were 
returned from the search process that had proposed their programme plans. However, 
outcome data was not available and therefore these studies were not included. Figure 2.1 
outlines the search process through each stage of the scoping review. 
 
Figure 2.1. A diagram to show the flow of the information through the different stages of the 
scoping review
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Stage 4. Charting the data. A charting table was produced to record data from the 
included studies (Table 2). The first author extracted and charted the following data from 
each article: author(s), year of publication, research aim, participants and community setting, 
study design, intervention, intervention length including follow ups, element of peer support, 
outcome measures, and key findings to address the scoping review research question. 
Where full papers could not be obtained, the researcher made efforts to obtain full 
electronic copies via the University Library and contacted corresponding authors to request 
copies of papers. 
Stage 5. Collating, summarising and reporting the results. Data were summarised and 
reported based on themes that emerged from the charting data process. The methods 
employed in the scoping review enabled the researchers to collate and summarise existing 
knowledge on the topic of community-based programmes for MHSU. 
 
Results 
The computerised search yielded a total of 1773 studies. After following the 
systematic process (Figure 1) of searching, adding filters, checking for full text availability, 
removing duplicates and reviewing articles against the inclusion and exclusion criteria, a total 
of 13 studies were submitted for data extraction. Table 2.2 presents the key components of 
the intervention studies included. 
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Table 2.2. Background, methodological details, and key findings of included studies in the scoping review 
Author(s)& 
date 
Research aim Participant
s and 
community 
setting 
Study design Intervention Intervention 
length/ follow 
ups 
  Peer support element 
(peer- 
led/individualised/group 
based support) 
Outcome 
measures 
                  Key findings 
Aschbrenner 
et al. 
 
2016 
 
1) Evaluate preliminary 
effectiveness of a peer-group 
lifestyle intervention on 
weight and fitness outcomes 
among individuals with 
serious mental illness 
2) Explore association 
between weight loss and peer 
group social support 
 
Adults aged 
21+ 
diagnosis of 
schizophren
ia, 
schizoaffect
ive disorder, 
major- 
depressive 
disorder, on 
stable 
treatment. 
BMI greater 
than 30, 
N=25 
 
Community 
MH centre 
 
Pilot study, pre-
post measures. 
Mixed methods 
design 
1x weekly hour 
group weight 
management 
sessions, 2x weekly 
(optional) hour 
group exercise 
sessions and 
mHealth technology 
and social media to 
increase motivation, 
self-monitoring and 
peer support outside 
of treatment 
sessions 
 
 
24 week 
 
No 
follow 
ups 
 • Sessions facilitated by lifestyle 
coaches/fitness trainer 
• Encouraged peer to peer 
support for health behaviour 
change through experiential 
learning and use of wearable 
activity tracking devices, 
smartphone applications and 
Facebook 
• Peer group weight management 
component with peers working 
in pairs to facilitate peer-to-peer 
interaction 
 
Perceived 
peer group 
support, self-
monitoring, 
weight loss 
 
• Most participants lost 
weight, including 28% 
achieving clinically 
significant weight loss 
• Weight loss associated with 
perceived peer support 
• Improvements in 
cardiorespiratory fitness 
• All participants used the 
Fitbit 
 
Chalder et al. 
 
2012 
A) Investigate effectiveness 
of a facilitated PA 
intervention in addition to 
usual care for the treatment of 
depression in adults 
presenting in primary care 
B) Provide individually 
tailored support and 
encouragement to engage in 
PA 
 
Adults aged 
18-69 years, 
depression, 
N=361 
 
 
Recruited 
during 
routine 
consultation
s  
 
 
Two-arm 
parallel 
randomised 
controlled trial. 
Mixed methods 
design 
 
TREAD 
(TREAtment of 
Depression with 
PA) study; 
intervention 
participants offered 
face to face sessions 
and telephone calls 
over 8 months. 
Intervention 
comprised of initial 
face to face 60 min 
assessment followed 
by 2 telephone calls, 
then a further face 
to face meeting for 
30 mins 
8 month 
 
12 
month 
follow 
ups 
 
 • Individually tailored support 
provided to participants to 
encourage engagement in PA 
• Advice from general 
practitioner/face to face 
sessions, phone contacts from 
PA facilitator 
 
Self-report 
symptoms of 
depression 
and health- 
related quality 
of life. PA 
measured 
using a 7 day 
recall diary; 
participants 
recorded 10 
minute bouts 
of light, 
moderate and 
vigorous PA 
in the week 
• No evidence that 
intervention participants 
reported better outcomes at 
4 months than those in the 
usual care group 
• No significant 
improvements in mood, nor 
a reduction in 
antidepressant use 
• Intervention group reported 
more PA during the 4 
month follow up in 
comparison to usual care 
group 
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 before 
assessment  
 
Druss et al. 
 
2010 
A) Assess the feasibility and 
potential to improve self-
management and health 
outcomes of individuals with 
chronic illness. 
Adapted the CDSMP 
(Chronic Disease Self-
Management Program) to 
mental health consumers 
 
Adults aged 
18+ with 
one or more 
chronic 
medical 
illness/exper
ience of 
serious or 
persistent 
mental 
illness, 
N=80 
 
 
Outpatient 
clinics 
 
Pilot trial; 
randomised 
controlled trial. 
Mixed methods 
design 
 
Intervention 
included overview 
of self-management, 
exercise and PA, 
pain and fatigue 
management, 
healthy eating on a 
limited budget, 
medication 
management and 
finding/working 
with a regular 
doctor 
 
6 month 
 
6 month 
follow 
ups 
 
 • Self-management program led 
by MH peer leaders (peer 
specialists) 
• Peer educators modelled 
appropriate behaviours and 
responses 
• Participation from group 
members helped to model 
behaviour and improve 
motivation for other members 
 
Patient 
activation, 
disease self-
management, 
health-related 
quality of life 
 
• At 6 month follow up, 
HARP intervention group 
reported an additional 40 
min per week spent in 
moderate/vigorous exercise 
• Greater patient activation 
(measure of individual's 
self-management capacity) 
than those in usual care 
• Intervention beneficial 
among medically and 
socially disadvantaged 
subgroups 
 
Graham et al. 
 
2017 
A) Evaluate 3 innovative 
peer-developed and peer-led 
programs; walking, fitness, 
yoga 
B) Explore the feasibility and 
acceptability of such 
programs in supporting 
MHSUs (mental health 
service users) health 
behaviour change 
 
Adults, aged 
19+ years, 
living with 
severe 
mental 
illness, 
N=33 
 
 
Community 
sports 
centres 
 
Qualitative 
design; focus 
groups (60 
mins) to 
evaluate and 
refine PA 
programs to 
ensure met 
participants 
needs 
 
3 PA programmes; 
peer-led walking 
program twice 
weekly for 45 
minutes (beginner) 
over a 12 month 
period or twice 
weekly for 75 
minutes (advanced); 
yoga program twice 
weekly for 7 weeks; 
lower impact fitness 
program once a 
week for 60-90 
mins 
 
12 
month 
 
6 and 12 
month 
follow 
ups 
 • Peer-led, peer-developed PA 
programs 
• Peers led walking program 
and helped to lead and 
organise class scheduling 
around yoga and fitness 
programs 
 
 
Psychological 
symptoms, 
social 
connections, 
health 
behaviour 
change 
 
• Focus groups revealed 3 
categories; physical and 
psychological benefits, 
accessibility and 
relationships  
• Participants reported gains 
in personal autonomy, self-
drive, self-esteem and 
decreased self-stigma 
• Peer relationship dynamics 
produced social motivators 
to health behaviour change 
through relatedness to peers 
• Benefits to engagement, 
social inclusion and 
participant wellbeing 
 
Harrold et al. 
 
2017 
A) Assess readiness for 
behavioural change of 
veterans 
B) Personalise walking 
intervention and set goals for 
increasing endurance 
Adults, aged 
30-90 years, 
veterans 
diagnosed 
with 
schizophren
Pre-post 
measures; 
mixed methods 
design 
 
Focus group held 
with MHICM staff 
to discuss ways to 
motivate veterans to 
participate in 
pedometer program. 
8 week 
 
No 
follow 
ups 
 
 • Weekly face to face sessions 
with MH providers to 
emphasise importance of 
contact 
Average 
number of 
steps using 
pedometer, 
readiness to 
change 
• Pedometer readings ranged 
from 147 to 12394 steps in 
first week, and 1831 to 
85826 steps at end of study 
• Factors determining number 
of steps walked; motivation 
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C) Conduct weekly face-to-
face sessions with trained MH 
providers  
D) Provide availability of 
familiar/known MH providers 
by phone 
 
ia, 
schizoaffect
ive disorder, 
bipolar 
affective 
disorder and 
major 
depressive 
disorder, 
N=69 
 
MHICM  
(Mental 
Health 
Intensive 
Case 
Managemen
t program; 
outpatient 
community-
based 
programme) 
 
Home based 
pedometer stage of 
intervention 
included 3 phases; 
familiarisation, 
increasing number 
of daily steps and 
final weeks stage 
 
• Reinforcement provided by 
individuals trained to be 
sensitive/supportive  
 toward improving health, 
motivation from peers, 
monetary gain and 
participant's overall health 
and abilities 
• Group behaviour influenced 
those who were more pre-
contemplative 
• Mean weight of participants 
decreased by 9lbs 
• Veterans thrived on 
personal attention and 
increased their efforts when 
plan individually tailored  
 
Hoffmann et 
al. 
 
2015 
 
A) Describe community-
based participatory research 
(CBPR) methods used to 
tailor an exercise 
program/address exercise 
promotion among people with 
SPMI 
B) Explore the impact of 10 
week exercise program on 
participants, the agency and 
the community 
 
Adults, aged 
18+, severe 
and 
persistent 
mental 
illness, 
N=16 
 
 
Local 
service 
organisation 
(existing 
relation with 
community 
human 
services) 
 
 
Pilot study; pre-
post measures. 
Mixed methods 
design  
 
"On the Move" 
intervention 
consisted of 2 40 
min exercise 
sessions per week. 
Sessions comprised 
low impact aerobics 
using video tapes 
and instruction, and 
low impact strength 
training with 
dumbbells, exercise 
bands and medicine 
balls. Healthy 
lunches provided on 
exercise days 
 
10 week 
 
10 week 
post-
interven
tion 
follow 
ups 
 
 
 • Peer group-based exercise 
intervention 
• CBPR used to design and pilot 
exercise intervention; tailor 
intervention to needs of 
community 
• Group based exercise sessions 
led by physical activity leaders 
(PALS) 
 
Mental and 
physical 
health, mood, 
perceived 
social support 
and 
motivation 
• Intervention led to 
perceived improvements in 
health 
• Improved trends in mood, 
perceived social support, 
physical health and fitness, 
and MH 
• Staff involved gained 
deeper understanding of 
intervention and were 
enthusiastic about program 
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Lesley & 
Livingood 
 
2015 
A) Explore participants' 
experiences with the 
InSHAPE (Self Help Action 
Plan for Empowerment) 
program and learn about 
major influences on their 
fitness activities during the 
program 
Adults aged 
18+, serious 
mental 
illness and 
at least one 
chronic 
physical 
condition 
such as 
CVD, high 
Bp, diabetes 
or obesity, 
N=9 
 
Community
-integrated -
community-
based 
fitness 
facilities 
 
Qualitative 
design 
Individualised 
physical fitness 
training and 
nutrition, and 
counselling. 
Initially, 1 hour 
long one-to-one 
session 2x week to 
develop a fitness 
and healthy eating 
plan. After  first 
month, 
individualised 
sessions decreased 
and by 12 months, 
transition to group 
activities 
 
12 
month 
 
6 month 
follow 
ups 
 • Individualised physical fitness 
training, nutrition, counselling, 
one to one sessions with a 
health mentor 
• Onsite group activities led by a 
trainer 
Subjective 
thoughts, 
experiences 
and 
expectations, 
self-reflection 
• Reported improved stamina 
• 3 main themes; 
expectancies/containment, 
working alliance, intentions 
going forward 
• Participants identified 
components of a working 
alliance that were important 
to them; sense of reciprocal 
respect highlighted 
 
Malcolm et al. 
 
2013 
 
A) Investigate whether 
exercise projects (funded by 
time to change anti-stigma 
programme) can improve 
wellbeing, participation in 
PA, readiness to disclose MH 
problems and reduce levels of 
stigma and discrimination 
B) Promote wellbeing, 
increase PA, facilitate social 
inclusion, and increase 
comfort to disclose MH 
problems 
Adult 
mental 
health 
service 
users, 
participants 
of 
community 
exercise 
projects,  
N= 2663 
baseline, 
N=531 at 
3month 
follow up 
 
Projects run 
in 
community 
settings 
(local Mind 
and Rethink 
Qualitative 
design 
Multiple exercise 
projects, providing a 
variety of activities. 
Included element of 
public campaigning 
or education to raise 
awareness of MH 
problems and 
reduce stigma. 
Weekly communal 
sessions 
 
3 month 
 
3 month 
follow 
ups 
 
 
 • Service user involvement - 
planning and running of 
projects, and leading PA 
sessions 
• Specific roles include mentors, 
befrienders and health 
champions 
 
 
Mental 
wellbeing, 
comfort with 
disclosure, 
perceived MH 
discrimination 
 
• Significant improvements 
in wellbeing scores between 
baseline and 3month follow 
up 
• Participants felt 
comfortable in disclosing 
MH problems, and were 
attending activities outside 
of projects 
• Participants gained positive 
feedback from others 
improving mood 
• Learning of new skills 
improved self-esteem and 
mental wellbeing 
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Mental 
Illness 
associations
) 
 
Matthews et 
al. 
 
2016 
A) Explore the feasibility of a 
12 week walking intervention 
for adults with intellectual 
disabilities in relation to 
context, recruitment and 
retention, reach, 
implementation and fidelity  
 
Adults with 
intellectual 
disabilities, 
N=102 
 
 
Community 
setting 
(support 
from local 
day centres 
and provider 
organisation
s) 
 
 
Single-blind 
cluster RCT. 
Mixed methods 
design 
 
Intervention group 
received 3 PA 
consultations at 
baseline, 6 and 12 
weeks. 4 behaviour 
change techniques; 
goal setting, self-
monitoring, 
developing self-
efficacy and 
mobilising social 
support. Provided 
with education 
booklets 
 
12 week 
 
24 week 
follow 
ups 
 
 
 • Walking advisor (tailored to 
individual needs) supported 
participants to develop a 
walking programme; 
encouraged to use a pedometer 
to set goals and monitor daily 
step count 
 
Daily step 
count using 
pedometers, 
time spent in 
sedentary, 
light activity 
or moderate-
vigorous 
intensity 
activity, and 
subjective 
wellbeing  
 
• Walk Well not effective in 
significantly increasing 
levels of PA 
• Feasible/acceptable method 
of engaging adults with 
intellectual disabilities in 
activities to support PA 
behaviour change 
• Pedometers feasible method 
of motivation, goal setting 
and self-monitoring 
 
McGale et al. 
 
2011 
A) Investigate effectiveness 
of a team-based, psychosocial 
intervention (Back of the Net, 
BTN) for the MH of young 
men 
B) PA engagement on self-
reported depression scores 
and perceived social support 
Men, aged 
18-40 years, 
with 
depression, 
N=104 
 
Socially 
acceptable 
community-
based venue 
 
 
Pilot study; 
randomised 
controlled trial 
Participants in 
individual exercise 
(IE) condition 
engaged in 
independent aerobic 
and resistance 
training. BTN group 
session consisted of 
a football game and 
employed CBT 
techniques to 
address a weekly 
theme integrated 
into training 
session. Participants 
asked to attend max 
of 20 exercise 
sessions (55 mins 
each) over 10 weeks 
for both conditions 
 
10 week 
 
8 week 
post-
interven
tion 
follow 
ups 
 
 • Researcher/football coach 
facilitated group exercise 
• Sport condition encouraged 
teamwork and communication, 
working together and achieving 
goals 
• Facilitated building social skills  
 
Depression, 
perceived 
social support, 
self-reported 
psychological 
health and 
exercise 
 
• Significant decrease in 
depression scores for IE and 
BTN compared to control 
condition, sustained at 
2month follow up 
• IE demonstrated 
significantly greater 
perceived social support 
than BTN condition (week 
5) 
• Positive attitudes towards 
sports and exercise 
increased at post-
intervention for IE (90%) 
and BTN (95%) 
• Pre-to-post depression 
scores decreased by 52% 
(IE) and 45% (BTN) 
• Greater perceived social 
support shown in IE 
condition compared to BTN 
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Pentecost et 
al. 
2015 
A) Assess clinical and cost 
effectiveness of BA (written 
self-help programme based on 
BA supported by a 
psychological wellbeing 
practitioner (PWP)) compared 
with same BA written self-
help programme informed by 
SDT combined with PA 
promotion supported by a 
PWP (BAcPAc) 
Adults aged 
18+ with 
depression, 
N=60 
 
 
IAPT 
services - 
access to 
psychologic
al therapies 
(current 
clinical 
practice) 
 
 
Pilot study; 
parallel group 
randomised 
controlled trial. 
Mixed methods 
 
Participants 
received initial 
assessment of 35 
mins, followed by 
up to 12 support 
sessions of 25-35 
mins each. For 
treatment as usual, 
BA written self-help 
intervention 
delivered by PWPs 
with a self-help 
booklet 
 
12 
month 
 
4 month 
follow 
ups 
 
 • Assessment by PWPs 
(Psychological Wellbeing 
Practitioner) – supported 
sessions 
• Depending on participant 
preference, support provided 
face to face, over the telephone 
or a combination of both 
methods  
 
PA using 
accelerometer
s, behavioural 
activation, 
health-related 
quality of life, 
work and 
social 
adjustment 
 
• Participants generally 
engaged with the BAcPAc 
self-help booklets; reported 
willingness to increase PA 
• Self-monitoring with 
assistance of diaries and 
pedometers was useful 
• Group-based physical 
activities (such as walking) 
found to be useful 
• Individuals with depression 
accepted importance of 
increasing PA as method to 
aid recovery 
 
Perlman et al. 
 
2010 
A) Explore acceptability and 
feasibility of using the 
wellness group approach in a 
Veterans Affair mental health 
clinic 
 
Veterans, 
chronic 
illness 
/psychiatric/
MH 
diagnosis, 
N=83 
MH clinics 
for veterans 
 
 
Pilot study; pre-
post measures 
 
75 min therapy 
group; participants 
given exposure to 
healthier lifestyle 
approaches. Attend 
15 core group 
sessions, with 
additional sessions 
to reinforce 
learning. Included 
stretches to 
emphasise 
behavioural 
activation (BA) and 
physical health 
behaviour 
discussions 
 
15 week 
 
15 week 
follow 
ups 
 • Group therapy format designed 
to improve members' quality of 
life with physical and BA 
• Emphasises positive self-care, 
PA, relaxation response and 
increased social engagement 
• Mentor component; senior 
members serve as a core group 
to help orient new members 
 
Stress 
management, 
emotional role 
functioning, 
MH, physical 
health care, 
behavioural 
activation 
(BA) 
 
• Improvements found in 
psychosocial and physical 
functioning domains, 
maintained over time 
• Significant improvements 
on 6/8 subscales of health 
survey; changes in physical 
and emotional role 
functioning most substantial 
• Findings sustained for 
veterans who continued 
treatment after 15 sessions  
• Exit surveys revealed most 
highly valued aspects of 
group experience were 
direction and education by 
leaders, opportunities for 
sharing and listening, and 
mutual support from fellow 
group members 
 
Van Citters et 
al. 
 
2010 
A) Examine whether 
participation in an 
individualised, community-
integrated health promotion 
program (InSHAPE) would 
result in improved PA and 
Adults 
diagnosed 
with 
schizophren
ia, bipolar 
disorder, 
Pilot study; pre-
post measures 
Program included 
multiple 
components 
provided by a health 
mentor including 
fitness and diet 
9 month 
 
3,6 & 9 
month 
follow 
ups 
 • Individualised fitness plans 
developed between mentor and 
participant 
• Health mentors encouraged 
group-based exercise 
PA and 
dietary 
behaviour, 
health 
indicators, 
readiness to 
• Participation associated 
with increased exercise, 
vigorous activity and 
leisurely walking 
• Participants engaged in 
+2hours of exercise 
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dietary behaviours, health 
indicators and psychological 
functioning or symptoms 
B) Evaluate sustainability of 
health behaviour over 
9months 
major 
depression 
or other 
mental 
disorders, 
N=76 
 
 
Community
-integrated. 
Community
-based 
fitness 
facilities 
 
plans individually 
tailored, weekly 
meetings with 
health mentor (45-
60 mins) to review 
goals and 
achievements. Free 
access to local 
fitness facilities 
 
 participation and nutritional 
education activities 
• Support, encouragement and 
reinforcement provided through 
group motivational 
'celebrations' held every 6 
weeks 
 
 
engage  
(nutrition and 
exercise 
behaviours), 
MH 
functioning, 
depression, 
self-efficacy, 
severity of 
negative 
symptoms 
 
 
activity; most engaging in 
general, non-specific PA, 
cardiovascular or resistance 
activities 
• Improved satisfaction with 
fitness, improvements in 
mental health functioning 
and negative symptoms, 
increased readiness to 
reduce caloric intake and 
improved self-efficacy for 
participation in activities 
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Study characteristics 
Studies were conducted in the United Kingdom (Chalder et al., 2012; Malcolm, 
Evans-Lacko, Little, Henderson, & Thornicroft, 2013; McGale, McArdle, & Gaffney, 2011; 
Pentecost et al., 2015), United States of America (Aschbrenner et al., 2016; Druss et al., 
2010; Harrold et al., 2017; Hoffmann et al., 2015; Lesley & Livingwood, 2015; Perlman et 
al., 2010; Van Citters et al., 2010) and Canada (Graham et al., 2017). Seven out of 13 were 
pilot studies (Aschbrenner et al., 2016; Druss et al., 2010; Hoffmann et al., 2015; McGale et 
al., 2011; Pentecost et al., 2015; Perlman et al., 2010; Van Citters et al., 2010). Pilot studies 
were used to explore the feasibility of implementation of an exercise intervention (Hoffmann 
et al., 2015) and the acceptability of using a group-based approach (Perlman et al., 2010). 
One study evaluated an individualised health promotion intervention (Van Citters et al., 
2010). Five of the studies employed a randomised controlled trial experimental design 
(Chalder et al., 2012; Druss et al., 2010; Matthews et al., 2016; McGale et al., 2011; 
Pentecost et al., 2015) and five studies used a pre-post measures design (Aschbrenner et al., 
2013; Harrold et al., 2017; Hoffmann et al., 2015; Perlman et al., 2010; Van Citters et al., 
2010). 
Seven studies used mixed methods (Aschbrenner et al., 2016; Druss et al., 2010; 
Harrold et al., 2017; Hoffmann et al., 2015; Matthews et al., 2016; Pentecost et al., 2015) 
with three studies employing a qualitative design (Graham et al., 2017; Lesley & 
Livingwood, 2015; Malcolm et al., 2013). Interviews and focus groups were used in five 
studies to: assess change post-recovery programme in comparison to a control condition 
(Druss et al., 2010), evaluate and refine a PA programme (Graham et al., 2017), gather 
qualitative experiences of engaging in a fitness programme (Lesley & Livingood, 2015), 
readiness to disclose mental health problems and participation in PA (Malcolm et al., 2013) 
and a process evaluation of a walking intervention (Matthews et al., 2016). 
Various PA behavioural measures were employed. These included self-reported PA 
behaviour (Druss et al., 2015; Chalder et al., 2012; Lesley & Livingood, 2015; McGale et al., 
2011), self-report diaries (Chalder et al., 2012), pedometers (Aschbrenner et al., 2016; 
Harrold et al., 2017; Matthews et al., 2016), and accelerometers (Pentecost et al., 2015). To 
evaluate the effectiveness of a peer group lifestyle intervention, one study utilised 
experiential learning and used wearable activity tracking devices (mHealth technology: 
Aschbrenner et al., 2016). 
Psychosocial measures included mental wellbeing (Malcolm et al., 2013), behavioural 
activation (Pentecost et al., 2015), mood (Chalder et al., 2012; Hoffmann et al., 2015; 
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Malcolm et al., 2013), health-related quality of life (Chalder et al., 2012; Druss et al., 2010; 
Pentecost et al., 2015; Perlman et al., 2010), depression symptoms (Chalder et al., 2012; 
McGale et al., 2011; Van Citters et al., 2010), perceived social support (Aschbrenner et al., 
2016; Hoffman et al., 2015; McGale et al., 2011), self-reported mental health (Hoffman et al., 
2015), social wellbeing (Graham et al., 2017), stress management (Perlman et al., 2010), and 
readiness to change (Harrold et al., 2017). All 13 articles selected for review were published 
between 2007 and 2018. 
Participant characteristics 
All participants were MHSU, with studies that focused on a variety of mental health 
diagnoses: adults with depression (Chalder et al., 2012; McGale et al., 2011; Pentecost et al., 
2015; Van Citters et al., 2010), bipolar disorder (Harrold et al., 2017), post-traumatic stress 
disorder (PTSD) (Harrold et al., 2017; Perlman et al., 2010), schizophrenia (Aschbrenner et 
al., 2016; Harrold et al., 2017; Van Citters et al., 2010 ), schizoaffective disorder 
(Aschbrenner et al., 2016; Harrold et al., 2017) and major depressive disorder (Aschbrenner 
et al., 2016; Harrold et al., 2017; Van Citters et al., 2010). One study focused on young adult 
male participants only (McGale et al., 2011), one study included adults with intellectual 
disabilities (Matthews et al., 2016) and two studies included veteran participants with a 
variety of mental illness diagnoses such as schizophrenia, schizoaffective disorder, bipolar 
affective disorder, major depressive disorder, depression, anxiety and PTSD (Harrold et al., 
2017; Perlman et al., 2010). Study sample sizes ranged from nine to 531. 
Peer characteristics 
Definitions of peers or peer support were not reported in any of the studies. Three out 
of 13 studies offered individualised peer support such as providing tailored support to 
encourage engagement in PA (Chalder et al., 2012), individualised physical fitness training 
sessions (Lesley & Livingwood, 2015) and a combination support provided in person and/or 
by telephone dependent on individuals’ preferences (Pentecost et al., 2015). A group-based 
peer support approach was taken by the remaining 10 studies (Aschbrenner et al., 2016, 
Druss et al., 2010; Graham et al., 2017; Harrold et al., 2017; Hoffmann et al., 2015; Malcolm 
et al., 2013; Matthews et al., 2016; McGale et al., 2011; Perlman et al., 2010; Van Citters et 
al., 2010). 
There was variation in how a peer support element was implemented within the 
studies. Two studies used peers within the programme design and development process 
(Hoffmann et al., 2015; Malcolm et al., 2013) and three studies explicitly used peers as a core 
element of the programme (Druss et al., 2010; Graham et al., 2017; Malcolm et al., 2013). 
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For example, in one study, MHSU made up both study participants and peers who were 
responsible for programme planning and the delivery of components such as a peer-led 
walking programme (Graham et al., 2017). In some studies, peers-led exercise sessions (e.g., 
Graham et al., 2017) whilst in other studies peers participated alongside study participants 
and gave positive feedback during the PA session (e.g., Malcolm et al., 2013). Peers were 
trained and then charged with the delivery of PA sessions in one study, modelling appropriate 
PA and health behaviours as well as facilitating group-based sessions and discussions (Druss 
et al., 2010). Alongside intervention delivery and leading sessions, peers adopted other roles 
which included mentors, befrienders and health champions (Malcolm et al., 2013). 
Intervention characteristics 
Interventions ranged in duration from eight weeks to 12 months. Eight studies 
included a description of a theoretical base that guided the programme development.  
Theories used to inform intervention design included The transtheoretical model (or Stages of 
change; (DiClemente & Prochaska, 1983) (Harrold et al., 2017; Perlman et al., 2010), Self-
determination theory (SDT: Ryan, Patrick, Deci, & Williams, 2008) (Chalder et al., 2012; 
Graham et al., 2017; Lesley & Livingood, 2015), Cognitive behavioural therapy (McGale et 
al., 2011), Social cognitive theory (Bandura, 1977) (Matthews et al., 2016) with three studies 
utilising the principles of, and developing tools from, behaviour change theories (Matthews et 
al., 2016; Johnson et al., 2017; Harrold et al., 2017). A health promotion framework was 
considered within one intervention study (Van Citters et al., 2010). Five studies did not state 
any theoretical underpinning to their intervention design or implementation (Aschbrenner et 
al., 2016; Druss et al., 2010; Hoffmann et al., 2015; Malcolm et al., 2013; Pentecost et al., 
2015). 
Five of the 13 studies included a control condition (Druss et al., 2010; Chalder et al., 
2012; Matthews et al., 2016; McGale et al., 2011; Perlman et al., 2010). Eleven studies 
followed participants beyond the end of the intervention with follow up time points ranging 
from eight weeks to 12 months. Two studies did not include any follow up evaluation 
(Aschbrenner et al., 2016; Harrold et al., 2017). Interventions were conducted in a variety of 
community-based settings, including community mental health centres, mental health 
agencies, routine consultation practices, outpatient clinics, community-based fitness facilities, 
community-based venues such as local day centres, mental health clinics and Improving 
Access to Psychological Therapies (IAPT) services. 
One study incorporated three intervention conditions; an exercise condition, a 
sporting football condition and a control condition (McGale et al., 2011). Another study 
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detailed a lifestyle intervention that used experiential and collaborative learning techniques, 
and popular technologies to create and facilitate a peer support network to promote weight 
loss in obese adults with serious mental illness (Aschbrenner et al., 2016). Two studies 
adopted a community-based participatory research (CBPR) approach which, within this 
review context, acknowledges the need to include individuals with experiences of poor 
mental health into all aspects of the research process (Graham et al., 2017; Hoffmann et al., 
2015). 
Additionally, one study adopted a ‘relaxed ethos’ approach where participants were 
encouraged to engage in the programme as frequently or infrequently as they felt most 
comfortable, rather than being constrained to a set programme (Malcolm et al., 2013). 
Another study adopted a ‘forgiving flexibility’ approach taking into account that participants 
may dip in and out of interventions as a result of relapse (Graham et al., 2017). Two studies 
provided incentives to participants in the form of monetary rewards or free equipment 
(Graham et al., 2017; Hoffmann et al., 2015). 
Key outcomes 
Overall improvements in physical activity levels. Five studies reported significant 
increases in PA levels (Chalder et al., 2012; Druss et al., 2010; Harrold et al., 2017; Pentecost 
et al., 2015; Van Citters et al., 2010). Specifically, studies reported: an increase in daily steps 
measured using pedometers (Harrold et al., 2017; Matthews et al., 2016), accelerometery data 
(Aschbrenner et al., 2016; Chalder et al., 2012; Pentecost et al., 2015; Perlman et al., 2010) 
and self-report daily diaries recording bouts of 10 minute exercise (light, moderate and 
vigorous) the week prior to assessment (Chalder et al., 2012; Pentecost et al., 2015) with an 
overall increase in moderate to vigorous exercise per week. Qualitative data from studies 
which used pedometers as PA measures found that participants viewed this tool as useful for 
self-monitoring their PA levels (Matthews et al., 2016). Of the studies that collected 
accelerometer data, high adherence rates were reported, with one study reporting 92% 
adherence (Pentecost et al., 2015). 
Significant increases in PA were reported in pre-post findings for five studies 
(Chalder et al., 2012; Druss et al., 2010; Harrold et al., 2017; Pentecost et al., 2015; Van 
Citters et al., 2010) and maintained at follow ups which ranged from three to nine months. 
Two studies reported no significant improvements in PA at follow ups (Matthews et al., 
2016; McGale et al., 2011). Three of seven studies that used a comparison group found 
improvements in PA levels compared to the control condition or a usual care group (Chalder 
et al., 2012; Druss et al., 2010; Pentecost et al., 2015). One study with a sample of individuals 
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with intellectual disabilities failed to show any improvements in PA levels; however 
individuals had accepted the importance of PA as a method to aid their mental health 
recovery (Matthews et al., 2016). 
Improvements to mental health. Seven studies found increased mental wellbeing in 
participants who engaged in PA interventions (Druss et al., 2010; Graham et al., 2017; 
Hoffmann et al., 2015; Malcolm et al., 2013; McGale et al., 2011; Perlman et al., 2010; Van 
Citters et al., 2010). Other studies reported reduced depressive symptoms (McGale et al., 
2011), reduced anxiety (Malcolm et al., 2013), reduced negative symptoms of mental health, 
such as lethargy, disorientation and hopelessness affecting willingness to participate in PA 
(Hoffman et al., 2015; Van Citters et al., 2010), and increased mental health functioning 
(Perlman et al., 2010; Van Citters et al., 2010). Two studies reported no significant 
improvements in mood or reduction of medication use (Chalder et al., 2012; Matthews et al., 
2016). 
Exercise-related psychosocial benefits. Nine studies demonstrated positive change 
across a variety of psychosocial outcomes (Druss et al., 2010; Graham et al., 2017; Hoffmann 
et al., 2015; Lesley & Livingood, 2015; Malcolm et al., 2013; McGale et al., 2011; Pentecost 
et al., 2015; Perlman et al., 2010; Van Citters et al., 2010). Participants experienced greater 
levels of enjoyment (Graham et al., 2017; Lesley & Livingood, 2015), greater mood and 
increased alertness (Graham et al., 2017; Hoffman et al., 2015). Participants reported gains in 
personal autonomy, with increased self-efficacy, self-esteem and overall satisfaction with 
their fitness (Graham et al., 2017; Malcolm et al., 2013; Van Citters et al., 2010). 
Participants’ experienced reduced stigma associated with poor mental health and mental 
illness (Graham et al., 2017) and an increased drive towards PA engagement as well as 
increased behavioural activity (an individual’s self-management capacity, Druss et al., 2010). 
The use of mHealth technology and social media was found to increase participants’ 
motivation towards PA, further facilitating their self-monitoring of PA engagement 
(Aschbrenner et al., 2016). 
Nine studies found overall increases in general health, social wellbeing, mental 
wellbeing and participants’ health-related quality of life (Druss et al., 2010; Graham et al., 
2017; Hoffmann et al., 2015; Lesley & Livingwood, 2015; Malcolm et al., 2013; McGale et 
al., 2011; Pentecost et al., 2015; Perlman et al., 2010; Van Citters et al., 2010). One study 
found improvements for participants in psychosocial functioning and emotional role 
functioning, which was further sustained post-intervention after attending the 15 sessions 
(Perlman et al., 2010). Group-based PA sessions resulted in increased self-monitoring ability 
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and a reduction in isolated engagement through a group process effective in encouraging 
positive behaviour change (Perlman et al., 2010). Findings from another study reported a 
significant reduction in depression scores, leading to a greater number of individuals viewing 
their lives in a more positive manner by the end of the intervention period (McGale et al., 
2011). 
Knowledge relating to self-care. Results from four studies reported improvements in 
knowledge about nutrition and PA, and the importance of PA for positive mental health 
(Harrold et al., 2017; Matthews et al., 2016; Pentecost et al., 2015; Van Citters et al., 2010). 
Participants included PA into daily routines to engage in positive PA behaviour change 
(Pentecost et al., 2015). Results indicated that participants had an increased drive to engage in 
PA following educational sessions on positive behaviour change and lifestyle choices 
(Pentecost et al., 2015). One study reported that participants experienced improvements in 
their feelings of comfort in disclosing their mental health problems (Malcolm et al., 2013). 
This was a result of positive feedback from others, the removal of barriers associated with PA 
engagement, and individuals feeling motivated and better educated to make positive 
behaviour choices (Malcolm et al., 2013). 
One study found that individuals at both six and 12-month follow ups commented that 
they began to feel self-driven and encouraged to try other things whilst exercising on their 
own (Graham et al., 2017).  However, results from a different study found that individuals’ 
increased their willingness to engage in PA through group influences, positive feedback from 
others and enhanced enjoyment of PA (Van Citters et al., 2010).  Group behaviour was 
reported to have a greater influence on the motivation of individuals in the pre-contemplative 
stage of behaviour change (Harrold et al., 2017). 
Improved social connections. Seven studies reported benefits of a group-based 
approach (Aschbrenner et al., 2016; Graham et al., 2017; Hoffmann et al., 2015; Malcolm et 
al., 2013; McGale et al., 2011; Perlman et al., 2010; Van Citters et al., 2010). Group 
processes were highly valued as effective for encouraging positive behaviour change through 
lived experience (Van Citters et al., 2010). Opportunities for sharing experiences and advice, 
listening to similar others and gaining mutual support from fellow group peers facilitated 
engagement in PA sessions (Van Citters et al., 2010). Community interventions provided the 
foundations for generating a peer support network which extended outside of treatment 
sessions (Aschbrenner et al., 2016). 
Nine studies found a significant increase in perceived social support within the PA 
interventions (Aschbrenner et al., 2016; Graham et al., 2017; Harrold et al., 2017; Hoffmann 
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et al., 2015; Lesley & Livingood, 2015; Malcolm et al., 2013; McGale et al., 2011; Pentecost 
et al., 2015; Perlman et al., 2010). Qualitative data demonstrated that through a sense of 
relatedness to peers, they placed greater emphasis on the importance of social interactions 
which were therefore key to their motivation towards increased PA engagement (Graham et 
al., 2017). Participants named peers as ‘social motivators’ thriving off positive feedback 
given by others, leading to increased daily steps count due to motivation from peers (Graham 
et al., 2017). 
Three studies focused on providing individualised sessions tailored to each 
participant’s needs (Chalder et al., 2012; Lesley & Livingood, 2015; Pentecost et al., 2015). 
This personalised approach was viewed positively, and alongside structured support, was 
strongly associated with positive mental health and PA behaviour (Lesley & Livingood, 
2015). The bond formed between the participant seeking behaviour change, and the 
peer/activity leader change agent, was an important element of the working alliance within 
community-based PA interventions for MHSU (Lesley & Livingood, 2015). The 
interpersonal relationship contributed to the participant’s desire to continue routine PA 
workouts (Lesley & Livingood, 2015). 
Additionally, one study reported an increase in perceived social support by 
participants in the exercise condition compared to a control condition (McGale et al., 2011). 
However, this result did not stand when compared to the sport condition, which received the 
greatest level of peer support (McGale et al., 2011). In contrast, whilst results from a different 
study reported increased feelings of relatedness between the peers and participants, there 
were also conflicts experienced between peer volunteers and participants (Graham et al., 
2017). 
Discussion 
The aim of this scoping review was to explore the current literature on community-
based PA interventions that have used a peer support approach for MHSU. The number of 
studies aimed at PA promotion among individuals with poor mental health research is 
increasing. However, the literature on peer support community-based PA interventions for 
this specialist population group is still in early stages of maturity and warrants greater 
intervention development and implementation (Castro, Ng, Novoradovskaya, Bosselut, & 
Hassandra, 2017). Overall, findings support a positive, significant effect of peer support 
within community-based PA interventions on increasing PA levels. However, only the 
positives of using peer support within community programmes for MHSU were reported in 
this review, as the search terms did not bring the challenges of using peer support to light. 
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This caveat highlights that challenges will have been present and provides scope to consider 
this within future research. 
Existing literature has evidenced that PA interventions aimed at MHSU result in 
improved health behaviours and improved psychological wellbeing, increased positive affect, 
decreased depressive and anxiety symptoms, and improved quality of life (Dunn, Trivedi, 
Kampert, Clark, & Chambliss, 2005; Evans et al., 2017; Martin, Church, Thompson, Earnest, 
& Blair, 2009; Stathopoulou, Powers, Berry, Smits, & Otto, 2006). A protocol paper for 
conducting a systematic review using a meta-ethnographic approach investigating 
community-based PA interventions and general social support for serious mental illness has 
recently been published (Quirk et al., 2017). Yet to our knowledge, this is the first scoping 
review of the literature on community-based PA interventions for MHSU specifically 
incorporating a peer support element of social support. The scoping review aimed to present 
an overview of the under researched and potentially broad and diverse body of literature 
around community-based PA programmes incorporating peer support (Pham et al., 2014). 
Support from peers through social affiliation and group processes has shown to be a 
facilitator of PA engagement and participation (Perlman et al., 2010). Participants thrive in 
group-based PA sessions which facilitate social inclusion (Perlman et al., 2010). As found by 
Graham and colleagues (2017), community integration was key to increased social 
interactions leading to improvements in PA levels and mental wellbeing. This can be 
explained by the creation of a social identity within the group-based environment 
encouraging PA engagement (Soundy et al., 2012). It has also been said that the social 
orientation of community-based activities may be more appealing to MHSU than the activity 
itself (Quirk et al., 2017). 
Interventions that were individually tailored to participants’ needs led to an increase 
in participant uptake of PA (Chalder et al., 2012; Matthews et al., 2016). One study detailed 
the potential life changing impact of participation, reporting that one participant who had 
rarely left their house in nine years prior to the intervention had since gained greater 
confidence. This confidence through strong connections with their health mentor led to the 
utilisation of resources within the community and the individual returned to competitive 
employment (Van Citters et al., 2010). This example supports that psychological benefits of 
community-based interventions, as well as the clinically important ways that interventions 
can aid individual recovery. 
A community-based participatory research (CBPR) approach is based on mutual trust 
and respect for the roles in the partnership, critical for the development and implementation 
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of research with a vulnerable population in a community setting (Hacker, 2015). This means 
that MHSU have an equal opportunity to contribute expertise, and share decision making and 
ownership during intervention design, planning and implementation (Graham et al., 2017; 
Hoffmann et al., 2015). Generally, theory-based interventions have a positive impact on the 
PA behaviour of intervention participants (Gourlan et al., 2016). Evidence from SDT 
informed studies suggests that working with individuals to support empowerment, 
understanding, control and influence over personal and social circumstances, and autonomy 
produces sustained positive health behaviour changes and psychological wellbeing (Ryan et 
al., 2008). This was independently reflected by MHSUs who identified the desire for peer-led 
programmes to build on community-based strengths, foster engagement, empowerment and 
use expertise within the community (Graham et al., 2017). Several studies in the current 
review did not underpin design with any theory and none used theories that considered 
automatic processes (emotion) as well as individuals’ intentions and beliefs (e.g. Affective-
reflective theory; Brand & Ekkekakis, 2017). Future research should clearly outline the 
behaviour change techniques and underpinning motivational or behaviour change theories 
used for interventions. Specifically, SDT appears to be an appropriate theory to employ. 
CBPR is a research approach used to identify social, structural and environmental 
inequalities and engage in community action (Israel et al., 2005). Although SDT is used to 
support individuals in positive behaviour change, the incorporation of two congruent 
approaches - SDT and CBPR - were used to inform the work of Graham and colleagues 
(2017) which allowed engagement and behaviour change to be considered both on an 
individual and community level. Research should consider adopting this approach to facilitate 
integration of participants’ voices into the design of peer support community-based 
interventions. Existing reviews including studies who have focused on MHSU have 
concluded that health promotion interventions in general, and interventions incorporating PA, 
that are based on explicitly described theoretical concepts, are more effective than those 
without a theoretical underpinning (Dale et al., 2014; Ginis, Nigg, & Smith, 2013). Further 
research is needed to specifically address the effectiveness of theory-based interventions 
within community settings to promote PA among MHSU. 
PA was measured in a variety of ways including both objective and self-report 
(Chalder et al., 2012; Pentecost et al., 2015). Research has shown that pedometers are a tool 
to enhance individuals’ motivation to increase their PA levels (Gardner & Campagna, 2011; 
Rebar & Taylor, 2017; Vetrovsky et al., 2017). However, a limitation of objective PA 
measures specifically for MHSU is that participants who struggle with memory issues may 
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fail to wear the device (e.g., a wrist-watch) continuously for the entire seven-day period 
(Harrold et al., 2017). Even in conjunction with a daily diary, accurate data relies on a 
participant’s self-reported PA levels so results should be taken with caution (Pentecost et al., 
2015. More research is needed to look at both the effectiveness and feasibility of using 
objective PA measures in this population group (Chapman, Fraser, Brown, & Burton, 2016). 
Twelve studies did not incorporate a comparable condition to the intervention 
condition. One study reported improvements in PA levels, however stated that it was difficult 
to disentangle the effect of the project as a whole from the effects of the exercise on 
participants (Malcolm et al., 2013). The possible changes from baseline to the three month 
follow ups could be a result of remission of mental health rather than the effects of exercise, 
or the increased PA may be a result of the positive feedback from others which increased 
mood, or the gaining of a new skill which in turn generated greater self-esteem (Malcolm et 
al., 2013). This highlights the complex nature of PA and mental health and supports the need 
for future research to implement frameworks to successfully evaluate an intervention and its 
outcomes where an experimental design is not appropriate. For example the RE-AIM (Reach, 
Effectiveness, Adoption, Implementation, and Maintenance) framework which follows a 
logical sequence to understand essential programme elements that can improve the 
sustainable adoption and implementation of evidence based interventions (Glasgow, Vogt, & 
Boles, 1999) and Medical Research Council guidance provides for conducting and reporting 
process evaluation for complex interventions (Moore et al., 2015). 
Few studies included in this review reported follow up periods greater than six 
months. Among MHSU, maintaining or sustaining positive health behaviours, such as regular 
PA engagement, is equally as important as achieving improvements to PA levels (Harrold et 
al., 2017). This highlights the importance of implementing longer follow up periods when 
designing PA interventions for MHSU. 
The ‘relaxed ethos’ and ‘forgiving flexibility’ approach was adopted by two studies 
where participants were not constrained to a set program but encouraged to engage at a level 
they felt most comfortable with, suiting their individual needs (Malcolm et al., 2013; Graham 
et al., 2017) or where there was an understanding participants would need opportunities to 
leave and pick up again depending on relapse from mental illness (Malcolm et al., 2013). 
This helped to mitigate barriers linked to feelings of pressure to attend, or expectations placed 
on individuals by themselves or others. However, such an approach may be a contributing 
factor in the difficulty of retaining participants for the duration of the intervention (Malcolm 
et al., 2013). Set paperwork and processes were not completed (either due to staff/peer 
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absence or an imbalance of the volunteer-to-participant ratio) resulting in data only being 
collected from those individuals who were regularly engaged in the project, failing to capture 
the thoughts and experiences of those who had disengaged. Apprehension over PA 
intervention dropout and relapse rates is collective; it is important to explore the processes 
involved in lapse and dropout behaviour (Kinnafick, Thøgersen-Ntoumani, & Duda, 2014). 
Given that the relaxed ethos/forgiving flexibility approach does have its benefits, it is 
important as researchers to improve implementation effectiveness to robustly assess the 
effectiveness of interventions. Therefore, future research is necessary to incorporate both 
implementation and evaluation approaches to monitor drop-out rates and disengagement from 
community-based PA interventions among MHSU (Stubbs et al., 2016). 
Sources of support such as from peers and peer leaders have been shown to be driving 
forces in both the adoption and adherence phases of PA interventions (Kinnafick et al., 2014). 
It is therefore important to find a good working relationship between peers delivering the PA 
sessions and participants attending them, remembering that each individual (both peer and 
participant) has their own mental health issues to manage and control (Davidson et al., 2012). 
Created through social interactions and based on mutual understanding, a strong bond can 
form because of reciprocal respect between the participant and the change agent (i.e., fitness 
instructor, health mentor or peer leader; Malcom et al., 2013). Findings demonstrate the 
importance of peers and peer support in facilitating PA engagement and positive health 
behaviour change (Malcom et al., 2013). It is important to note that one study reported 
conflicts between peer volunteers and participants (Graham et al., 2017). Peer leads felt 
participants often did not attend as they agreed, whilst participants felt peer leads were 
unsupportive towards them. Considering conflicting views, peer leads concluded that they did 
not have the adequate skills for conflict resolution. This highlights the importance of peers 
receiving training prior to PA interventions to ensure individuals are well equipped in peer 
support delivery and conflict management (Davidson et al., 2012). 
Despite MHSU being a hard to reach participant group (Pentecost et al., 2015), it is 
important to consider the implications of using incentives on long-term positive health 
behaviour change. The use of tangible extrinsic rewards, such as financial or monetary 
incentives, to help motivate adherence and performance in healthy lifestyle and PA 
interventions is a practice that is widespread (Moller, Deci, & Elliot, 2010). Previously 
conducted healthy lifestyle interventions targeting PA and lasting more than a few days 
include some form of extrinsic compensation for participating (e.g., money, tokens or gifts; 
Moller et al., 2013). In the current review, three studies provided participants with an 
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incentive of either money or free equipment for their good attendance to the PA sessions 
(Graham et al., 2017; Hoffmann et al., 2015), or in other cases for achieving the targeted 
health behaviour of increased daily steps (Harrold et al., 2017). However, the use of 
economic incentives for research participation may have resulted in participants being 
motivated by compensation rather than wanting to engage. Alternatively, incentivisation may 
lead to an increased risk of dropout once the incentive ends or is removed (Graham et al., 
2017). 
Self-determination theory is one theory of human motivation that may provide insight 
into why some health behaviour interventions emphasising financial incentives struggle to 
achieve successful maintenance of positive health behaviour change over time (Deci & Ryan, 
1985, 2000). At the centre of SDT is the concept of self-determined (autonomous) motivation 
which is characterised by feeling a sense of freedom from external pressure (Deci & Ryan, 
2000). This is in contrast to less self-determined motivation (controlled) whereby individuals 
may experience feelings of coercion from tangible rewards or punishments, or by emotional 
pressure generated by others or by themselves (Deci & Ryan, 2000). The study using SDT 
included in this current review supports the idea, as findings reported changes in relationships 
with participants’ self via increased autonomy, competence and relatedness (Graham et al., 
2017). Although SDT traditionally conceptualises behaviour change as occurring at an 
individual level (Deci & Ryan, 2000), study findings suggest that autonomy, competence and 
relatedness also reside within interactions and relationships at the level of peers and 
relatedness to the wider community (Graham et al., 2017). However, the two definitions for 
autonomous and controlled motivation might demonstrate how financial incentives lead to an 
increase in controlled motivation, reducing individuals’ autonomous motivation towards a 
targeted behaviour such as PA. It is therefore important to consider how to optimise sustained 
engagement in positive health behaviours for MHSU. 
Scoping review implications 
This scoping review demonstrates a paucity of literature investigating peer-delivered 
and peer-led community-based interventions to promote PA among MHSU. Studies that did 
incorporate peer support made a significant contribution towards increasing PA behaviours 
and mental wellbeing (Aschbrenner et al., 2016; Graham et al., 2017; Harrold et al., 2017; 
Malcolm et al., 2013). Peer specialists (defined as ‘mental health consumers in recovery from 
illness who have received special training enabling them to work as paid mental health staff 
to support other consumers) are a rapidly growing segment of the wider community mental 
health workforce (Clossey, Gillen, Frankel, & Hernandez, 2016, pg 408). Community-based 
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PA interventions create opportunities for social contact and interactions (Mason & Holt, 
2012). Striving to facilitate peer-to-peer support is proposed as the next step in the 
advancement of the emerging science of lifestyle and positive health behaviour change for 
MHSU (Quirk et al., 2017). 
The emphasis of research moving forward should focus on how PA interventions 
within the community evaluate their implementation to establish intervention effectiveness 
and improve self-care, as failure to seek help for mental health distress can escalate leading to 
more intensive long-term illness, and an increased burden on the NHS (Rebar & Taylor, 
2017). Despite strong, growing evidence that PA has mental health and wellbeing benefits 
within a non-clinical population (Rebar et al., 2015) and clinical populations (Bailey et al., 
2017; Rosenbaum et al., 2014), there remains a translational gap. Therefore, research is 
needed to demonstrate the effectiveness of different interventions in engaging and treating 
individuals with mental illness in the real world (Rebar & Taylor, 2017). 
Some studies reported that the centres which hosted components of the intervention 
had close referral and recommended relationships with healthcare partner agencies (Jones, 
Kimberlee, Deave, & Evans, 2013). This aided with the connection and ease of embedding 
activities into participants’ everyday lives. It is important to establish strong connections 
between peers and participants, but also within the wider community to enhance the uptake of 
participants to engage in PA interventions. Further research is required to examine aspects of 
the intervention environment and to consider how best to utilise community settings to 
enhance PA engagement of MHSU. For instance, peer-delivered interventions may be more 
effective in one-to-one situations than in groups so that the peer can tailor information to the 
recipient’s needs. On the other hand, individuals may prefer group-based sessions to facilitate 
social interaction and group unity within making positive health behaviour changes (Druss et 
al., 2010; Graham et al., 2017). 
Limitations of a systematic scoping review 
This systematic scoping review followed a traditional approach (Arksey & O’Malley, 
2005) using a rigorous, systematic method for searching, evaluating and reporting evidence in 
terms of intervention length, follow-ups, behavioural and psychosocial measures, and 
whether peers were included in the intervention delivery. Whilst the review considered a 
wide range of study designs and methods by answering a broader research question, the 
review did not appraise the quality of the evidence. The lack of critical appraisal leads to an 
inability to draw firm conclusions about the target specific behaviour of physical health on 
individual’s mental health. Studies themselves were varied in follow up times, intervention 
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length and intervention content which may be useful in generalising data in terms of wider 
impact on health promotion given largely the positive effects. 
Specifically, there was a lack of detailed reporting of peer support definitions, and 
definitions of community settings. Therefore, specifics of peer support impact within 
community interventions could not be identified. Previous research highlighted the 
individuality of PA behaviour change processes in individuals with mental illness, where 
individuals reported professional support and accessibility was important for the initiation of 
PA (Hargreaves, Lucock, & Rodriguez, 2017). However, individuals stated that having 
individually meaningful PA experiences was important for PA maintenance (Hargreaves et 
al., 2017). Such findings highlight that there is no ‘one size fits all’ approach to PA 
interventions as they may not be suitable for MHSU. Interventions within community settings 
need to be adaptable to individual differences and dynamic nature of mental illness 
symptoms, responses to medication, PA motivation and ongoing mental health recovery 
processes (Hargreaves et al., 2017). Future research would benefit from detailing peer 
support components to provide the foundations of what works or does not work for future 
intervention designs. This scoping review incorporated all mental health diagnoses, however 
this made it difficult to conclude any definitive results for any specific diagnosis. 
Nevertheless, incorporating all mental health diagnoses provides a closer representation of a 
community PA programme inclusive of a range of mental health problems and severity.  
The conclusions of the scoping review informed the approach taken in the subsequent 
empirical chapters. The current systematic scoping review highlighted key areas for further 
research, one of which was the need for more longitudinal study designs (Harandi et al., 
2016; Wang et al., 2018). Building on this and informing chapter 3, a quantitative 
longitudinal study was conducted to provide a holistic, contemporary foundation looking at 
specific psychological variables of PA, social support, motivation and mental wellbeing of 
MHSU taking part in a peer-based community PA programme. Findings from this chapter 
then informed the subsequent chapters whereby qualitative research allowed for more 
detailed exploration of MHSU’ experiences of peer support within the community 
programme, allowing for nuances to be highlighted. 
A further conclusion from the scoping review was the requirement for exploration 
beyond single contexts (Quirk et al., 2017). Research is required to demonstrate the 
effectiveness of different interventions in engaging and treating MHSU in real world settings 
and examine aspects of the intervention environment to consider the best way to utilise 
community settings to enhance PA engagement of MHSU. Therefore, chapter 4 and a two-
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study inquiry considered participant experiences of peer support both face to face within PA 
sessions, and via an online peer support community platform. There is a need to explore 
features of peer support that is incorporated into community PA programmes for MHSU. 
Participant experiences are therefore paramount to help understand the barriers towards PA 
participant to promote PA engagement. Such experiences were captured through conducting 
focus groups, phone interviews and online messenger interviews within chapter 4, and 
through focus groups and phone interviews with peer volunteers within chapter 5. Qualitative 
data can then be used to inform the design and implementation of community programmes 
which need to be adaptable to individual needs and the dynamic nature of mental illness 
symptoms, responses to medication, motivation towards PA and individuals’ ongoing mental 
health journey. 
Overall, the key findings from the scoping review support the positive effects of peer 
support within a community-based PA programme on PA levels of MHSU (Druss et al., 
2010; Graham et al., 2017; Malcolm et al., 2013). That being said, it was evident that this 
particular field of study is relatively immature, therefore warranting greater investigation. 
Findings from the studies included in the systematic scoping review only reported the 
positives of using peer support within community-based programmes for MHSU. The search 
terms tended to privilege the positives of using peer support, highlighting a caveat that 
challenges may have been present and warrants further research. This led to the subsequent 
studies (chapter 4 and 5) where experiences of peer support were explored from multiple 
perspectives (peer support recipients and peer support providers) to consider a more rounded 
exploration of peer support within a community PA programme for MHSU. Qualitative 
research was deemed appropriate to explore this research idea. The structure of the focus 
groups provided opportunities for data to be captured and progress along undetermined 
routes, therefore, building upon the concepts identified within the scoping review via 
interpretations of peers and peer volunteers’ own lived experiences in the context of the 
community programme.   
Conclusion 
This systematic scoping review looked at existing literature on the inclusion of peer 
support in community-based PA interventions for MHSU. Based on the results of the scoping 
review, community-based PA interventions for MHSU were reported as successful for 
improving PA levels and psychosocial variables such as health-related quality of life and 
mental wellbeing. Community PA interventions may offer an alternative, more acceptable 
intervention environment for those with mental health problems, who are reluctant to engage 
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with interventions based in more formal, clinical settings. This scoping review has 
implications for several audiences, including participants and peers, and those designing 
interventions for MHSU to consider peer support within PA programmes. With further 
research, peer support within PA interventions has the potential to help aid MHSU in their 
recovery. Mental health and PA are not unidirectional therefore should not be studied as an 
isolated cause of behaviour on a mental health outcome, but as a reciprocal process that 
changes over time and differs for individuals and contexts (Rebar & Taylor, 2017). Greater 
understanding is key when designing effective community-based PA programmes that meet 
the needs and expectations of MHSU. Community settings are important to allow for 
opportunities for peer support to be provided and received by individuals. Greater focus is 
required to implement peer support into community interventions to facilitate PA engagement 
with individuals who have mental health problems or mental illness. 
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MOTIVATION, PHYSICAL ACTIVITY, SOCIAL SUPPORT AND 
MENTAL WELLBEING: INVESTIGATING DIFFERENCES BETWEEN 
ONLINE AND FACE-TO-FACE SOCIAL SUPPORT 
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CHAPTER 3 
 
 
Chapter 2 established that interventions which have incorporated an element of peer support 
were generally reported as successful for improving PA levels and psychosocial variables such 
as health-related quality of life and mental wellbeing. However, to date, there has been little 
research considering peer support within community PA programmes for MHSU, and in 
particular longitudinal research. Community settings provide opportunities for MHSU to 
receive social support from peers to help overcome barriers towards PA engagement. Social 
support can be offered in different ways which may positively or negatively impact outcome 
variables such as PA, motivation, perceived social support and mental wellbeing. Chapter 3 
will quantitatively and longitudinally explore patterns of change in psychosocial variables of 
MHSU within a community PA programme (Get Set to Go) and explore differences between 
social support delivered via an online community platform or face-to-face during PA sessions. 
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Abstract 
There is a need to better understand how key features of community-based programmes such 
as social support may encourage participation by MHSU over time (Quirk et al., 2017). This 
study explored patterns of change in motivation, physical activity (PA), social support and 
mental wellbeing of mental health service users (MHSU) and whether these patterns differed 
between an online and face-to-face social support intervention condition. MHSU participants 
(N=1324, 364 males, 350 females) registered to a community-based PA programme 
responded to a multi-section questionnaire at baseline, 3 months and 6 months, which 
measured variables of PA, motivation, social support and mental wellbeing. Multi-level 
growth curve analyses revealed increased PA levels in the face-to-face condition versus 
decreased PA levels in the online condition. However, non-significant differences were 
observed for social support, motivation and mental wellbeing between the intervention 
conditions. This study provides insight into different channels of social support within a 
community PA programme for MHSU. An online community platform represents a feasible, 
cheaper alternative to face-to-face social support for psychological outcomes; however face-
to-face social support was more effective for enhancing PA engagement. 
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Introduction 
The evidence base for the positive relationship between PA and mental wellbeing is 
well established (Rosenbaum, Tiedemann, Ward, Curtis, & Sherrington, 2015). Longitudinal 
research investigating PA and anxiety globally found that engaging in low levels of PA which 
did not meet the recommended levels to maintain and improve health was positively 
associated with anxiety (Stubbs et al., 2017). Significant positive associations have also been 
found between PA and mental wellbeing for those with depression (Schuch et al., 2017; 
Stubbs, Rosenbaum, Vancampfort, Ward, & Schuch, 2016; Vancampfort et al., 2017) and 
anxiety (McDowell, MacDonncha, & Herring, 2017). There is increased evidence for PA 
having a positive impact on physical and mental health, as well as illness symptoms of 
MHSU (Farholm, Sørensen, & Halvari, 2017). However, MHSU still experience barriers that 
make it difficult to take advantage of the benefits associated with PA, and therefore engage in 
less PA and significantly greater amounts of sedentary behaviour compared to the general 
population (Vancampfort et al., 2016). Such findings suggest that attention should be given to 
how to promote the uptake of PA in this population to bring about health benefits (Quirk, 
Crank, Harrop, Hock, & Copeland, 2017). 
One consistently reported barrier that impedes engagement in PA by MHSU is a lack 
of motivation (Soundy et al., 2014). A lack of motivation can act as a major obstacle for both 
starting and maintaining PA and is therefore an important research focus to consider. A 
theoretical framework that has been applied to understand the role of human motivation is 
Self-determination theory (SDT; Deci & Ryan, 2000).  SDT is a contemporary theory of 
motivation with rapid growth in applications for sport and PA (Ntoumanis, Quested, Reeve, 
& Cheon, 2017). Central to SDT is the distinction between autonomous forms of self-
determined motivation and controlling or non-self-determined forms of motivation (Deci & 
Ryan, 2000). Autonomous motivation is associated with positive behavioural outcomes (i.e., 
persistence to exercise), positive cognitive outcomes (i.e., attitudes and intentions), and 
psychological wellbeing (Fortier, Duda, Guerin, & Teixeira, 2012). 
As motivation presents one of the key determinants of PA engagement, attention 
should be dedicated to motivation-related constructs of PA behaviour and the recognition that 
motivation to initiate and persist with PA is multidimensional and dynamic in nature (Daley 
& Duda, 2006). These motivation dynamics are characterised as a process in which 
individual reasons to engage in a certain behaviour, such as PA, change over time 
(Wasserkampf & Kleinert, 2015). Ideally, the dynamic changes become more strongly 
internalised so the reasons for engaging in PA become more part of the ‘self’ (i.e., organismic 
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integration) (Wasserkampf & Kleinert, 2015). Therefore, in facilitating the engagement of PA 
among MHSU, attention should be directed towards the dynamic nature of behaviour 
regulations.  
The Organismic Integration Theory, a subtheory of SDT (OIT: Deci & Ryan, 2000) 
offers a framework for clarifying the inclination that individuals have towards integrating 
subjective reasons for PA behaviour into themselves. Within OIT, different regulation forms 
are aligned on a continuum of self-determination (Ryan & Deci, 2007). The continuum 
contains three autonomous forms of motivation (intrinsic, identified, integrated), two 
controlled forms of motivation (introjected and external) and amotivation which suggests 
zero motivation towards that behaviour (Deci & Ryan, 2000). Research has produced 
consistent support for a positive relationship between autonomous forms of motivation and 
PA, with intrinsic motivation being predictive of long-term adherence to PA (Ng et al., 2012; 
Teixeira, Carraça, Markland, Silva, & Ryan, 2012) and amotivation negatively associated 
with PA (Vancampfort et al., 2016). However, whilst research may imply a progression from 
least to most fully autonomous regulations along the continuum, this should not be 
considered as a stage model nor a developmental continuum, but rather a conceptual 
continuum (Ryan & Deci, 2007). For example, not all individuals start with external 
regulation and move towards more autonomous regulations. Socio-contextual factors can 
either support or undermine the internalisation process, inherent personal tendencies for 
growth and development, leading to consequences of such processes on quality of motivation, 
psychological wellbeing and PA engagement (Ntoumanis et al., 2017). As such, depending 
on the social conditions in which individuals obtain a new regulation, they are able to start 
anywhere along the continuum.   
Optimising the quality of motivation is further associated with whether a significant 
other who plays an instrumental role in shaping an individual’s experience within the 
exercise setting supports the need for autonomy, competence and relatedness, and therefore 
promotes intrinsic interest of PA (Teixeira et al., 2012). Effective communication is a crucial 
element to support individuals’ successful engagement in PA and promote autonomous 
motivation (Ntoumanis et al., 2017). Previous research has mostly focused on creating an 
autonomous supportive environment through a figure of authority (e.g., an exercise 
professional) (Moustaka, Vlachopoulos, Kabitsis, & Theodorakis, 2012; Rouse, Ntoumanis, 
Duda, Jolly, & Williams, 2011). However, more recently, the satisfaction of psychological 
needs can also be supported via different sources and/or programmes such as peers 
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(Kinnafick, Thøgersen-Ntoumani, & Duda, 2014) who can be approached to seek help with 
motivation and PA engagement (Duda et al., 2014). 
There has been increasing interest for research focusing on motivation and PA among 
MHSU. Being active can be challenging for these individuals due to symptoms of illness or 
medication, and a lack of motivation (Firth et al., 2016). However, non-uptake of PA by 
MHSU does not necessarily reflect solely a lack of motivation to be active, as research has 
shown high levels of interest in PA among MHSU but low levels of activity engagement 
(Ussher, Stanbury, Cheeseman, & Faulkner, 2014). This implies a gap between individuals’ 
motivation and behaviour that can be addressed by exploring how the context and social 
environment could help reduce this gap and facilitate PA engagement (Quirk et al., 2017). 
Several factors contribute to the general poor physical health of MHSU including 
social environmental determinants such as stigmatisation and a lack of social support 
(McDevitt, Snyder, Miller, & Wilbur, 2006). Research on social relationships and social 
support stand among the strongest social science contributions to our understanding of 
experience and outcomes of mental illness (Smith & Christakis, 2008). The absence of 
positive social relationships is a significant risk factor for morbidity and mortality (Cacioppo 
& Cacioppo, 2014) with individuals who are more socially connected living longer and 
experiencing better mental and physical health (Holt-Lunstad, Smith, Baker, Harris, & 
Stephenson, 2015). 
Socially supportive relationships could help with the initial barriers towards PA 
engagement in MHSU who are known to experience social isolation and stigmatisation 
(Soundy et al., 2014). It is therefore important to consider PA settings that can facilitate 
social support for MHSU. Community-based approaches to PA involve community members 
coming together to promote PA in an organised and integrated manner (Bopp & Fallon, 
2008). Limited resources are needed to reach large numbers of individuals, often resulting in 
greater improvements in outcomes and improved sustainability over time (Quirk et al., 2017). 
Community-based approaches are appropriate for MHSU whose health is influenced by 
complex individual-level and system-level factors, and who may have specific needs and 
barriers to PA participation (Firth et al., 2016). Prescribing PA does not directly lead to 
mental health and wellbeing benefits, but efficacy of these efforts are entirely reliant on 
individuals’ current states, past and context (Rebar & Taylor, 2017). 
Social support can mitigate the impact that stress and negative events have been 
demonstrated to have on mental wellbeing (Lewandowski, Rosenberg, Jordan Parks, & 
Siegel, 2011). This buffering role of social support is not only dependent on the amount of 
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social support an individual receives but is further affected by the type of communication the 
individual uses to receive the support (Lewandowski et al., 2011). PA engagement can 
facilitate interaction within natural settings (i.e., the community), and provides the 
opportunity for social interaction (relatedness), mastery in the physical domain (perceived 
competence) and independence (autonomy) (Lubans et al., 2016). Participating in a 
programme that directly targeted social isolation and disconnection led to improved mental 
health, mental wellbeing and social connectedness in young adults (Haslam, Cruwys, 
Haslam, Dingle, & Chang, 2016). This demonstrates that by reducing social isolation and 
building on social identification through programmes incorporating social support, 
individuals can overcome the challenges faced as a result of mental illness (Haslam et al., 
2016). 
Social support is conventionally delivered face-to-face, however advances to both 
society and technology have led to the emergence and growth of the internet as a 
communication tool providing ways for individuals to access social support online (Ziebland 
& Wyke, 2012). As a result, individuals are increasingly turning to computers and technology 
to seek out social support (Wright & Rains, 2013). Online social networking is a prominent 
form of communication within Western populations (Naslund, Aschbrenner, Marsch, & 
Bartels, 2016). MHSU can experience challenges with face-to-face communication due to 
impairments in social functioning and therefore online methods provide alternative 
opportunities to generate social interaction with peers (Naslund et al., 2016). 
Reported benefits of online social support include social interactions being 
independent of time or location (Trepte, Dienlin, & Reinecke, 2015). Informational support 
can be offered to individuals, via a larger number of sources, in comparison to an offline 
social context and therefore, the probability or receiving requested information appears 
higher for online social settings (Trepte et al., 2015). Virtually omnipresent networks were 
better able to provide social support as a result of greater availability with regards to time, in 
comparison to a network that required interactants to be present at the same time (Trepte et 
al., 2015). Additionally, the internet, social media and online community sites all have the 
power and ability to provide social support and resources 24 hours a day, reach difficult-to-
serve populations (e.g., MHSU) and at a relatively low cost (Parikh & Huniewicz, 2015). 
This provides a compelling reason to explore the impact of online social support for MHSU 
within a community PA programme and consider how it compares to face-to-face social 
support.  
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A study comparing face-to-face social support groups and online support groups for 
cancer patients reported no significant differences on outcomes such as anxiety, depression 
and quality of life (Huber et al., 2018). However, greater patient ratings were reported for 
face-to-face social support being more effective for exchanging information, gaining 
recognition and caring for others (Huber et al., 2018). Additional research investigating 
student perceptions of a learning programme found that face-to-face learning perceptions 
were reported higher in terms of social presence, social interaction and satisfaction compared 
to online learning (Bali & Liu, 2018). However, statistically, there were no differences in 
learning preference among individuals (Bali & Liu, 2018). There is limited generalisability of 
research findings beyond a cancer patient sample or college students, and therefore research 
is required to investigate face-to-face and online social support perceived by adult MHSU,  
and to consider the differences between the channels of social support on outcomes such as 
motivation, PA levels and mental wellbeing within a PA context. 
Additionally, prior research that has considered associations between variables such 
as PA, mental wellbeing, motivation and perceived social support have predominantly been 
cross-sectional designs (Gunnell, Crocker, Mack, Wilson, & Zumbo, 2014; Kwag, Martin, 
Russell, Franke, & Kohut, 2011). However, cross-sectional data results in paths that do not 
represent causal relationships between predictors and outcomes (Wang et al., 2018). 
Investigating models or patterns within the data longitudinally would obtain more reliable 
results. Moreover, longitudinal investigations over multiple time points, could allow for 
multilevel modelling to determine how trajectories of change influence variables such as PA, 
social support, mental wellbeing, motivation of MHSU (Wang et al., 2018).  
The current study 
Modifiable behavioural risk factors such as low levels of PA have become an 
important target in programmes to help improve the overall physical and psychosocial health 
of MHSU (Stubbs, Williams, Gaughran, & Craig, 2016). PA in group community-based 
settings have additional benefits of social support from peers that may be able to encourage 
activity engagement, through connections and the creation of social identity (Quirk et al., 
2017). However, there is a need to better understand how key features of community-based 
programmes such as social support may encourage participation by MHSU (Quirk et al., 
2017). 
A systematic review concluded insufficient evidence for current community-wide 
programmes, particularly highlighting issues with scalability. This is a common weakness 
with many previous programmes which fail to reach a substantial portion of the community 
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involved (Baker et al., 2015). Further, a frequent limitation of research examining the 
relationship between PA and mental wellbeing is small sample sizes and a lack of 
longitudinal designs establishing longer term associations (Harandi, Taghinasab, & Nayeri, 
2017; Wang et al., 2018). Little is known about the mechanisms that support successful 
implementation of community-based PA programmes for MHSU (Harris, 2018). Therefore, 
longitudinal research is needed to understand how the concept of, and differences between, 
face-to-face and online support within a community PA programme may be associated with 
outcomes such as PA, social support, motivation and mental wellbeing among MHSU 
(Bellamy, Schmutte, & Davidson, 2017). 
Aim and hypotheses 
This study set out to aid our understanding of how online and face-to-face support in 
the context of a community PA programme may differentially influence social support, PA, 
motivation and mental wellbeing of MHSU. Thus, this study examined if online versus face-
to-face social support predicted changes in 1) PA, 2) motivation, 3) social support and 4) 
mental wellbeing of MHSU. 
Method 
Design 
Community-based PA programme. In November 2014, a national UK based mental 
health charity implemented a three-year programme called Get Set to Go (GStG) to 
encourage MHSU to become more involved in PA. Eight local charity organisations, 
affiliated with the national charity, across four regions of the UK (North East, North West, 
Midlands and London) organised PA taster sessions of a variety of sports along with social 
support and one-to-one advice to MHSU. Face-to-face social support was provided during the 
PA sessions via one-to-one and group-based support. Group-based activities depending on 
what was available in the local area (e.g., badminton, bowls, yoga and tai chi) were provided 
to introduce MHSU to PA. Peer volunteers provided the face-to-face social support and a 
Sports Coordinator  was employed to be in charge of the organisation and running of the 
programme in each local area. 
In addition to the face-to-face social support offered within PA sessions, the charity 
also facilitated an online social support community for their members. As part of GStG, the 
existing online community was developed to better support MHSU in sharing stories about 
getting active and how to overcome barriers to encourage individuals to engage in PA. 
Information focused on being physically active, getting started and was provided via short 
videos. Comments were left on the interface to encourage discussions among the members. 
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MHSU members could offer advice and share stories of personal experiences and therefore 
could interact on the topic of PA. Online social support could be accessed 24 hours a day, 7 
days a week. 
Participants and Procedure. 1324 MHSU (males =364, females =350) who were 
either registered to the GStG programme (n=980) or members of the existing online 
community platform (n=344) took part in the study. Participants had a range of diagnoses 
including anxiety (n=394), depression (n=448), stress (n=247), PTSD (n=65), personality 
disorder (n=69), bipolar disorder (n=78), schizophrenia (n=65) and OCD (n=54). 952 
participants completed the questionnaire at baseline, 180 completed the questionnaire at 3 
months and 192 at 6 months. 
Ethical approval was obtained from a Research Degrees Board of a University in the 
East Midlands of England. All individuals that had registered as a participant on the GStG 
programme were invited to participate in research as part of the programme. Participants 
involved in the study were provided with consent forms and written information about the 
purpose of the study. Participants who were either registered to GStG or were online 
community platform users completed a questionnaire at 3 time points (baseline registration, 3 
months, and 6 months). Participants in the face-to-face condition (GStG) initially completed a 
hard copy questionnaire before it was adapted to a digital form for the follow ups, and the 
online condition completed the questionnaire online. The questionnaire was developed after 
consultation with a Lived Experience Panel representing a variety of mental health 
backgrounds. In accordance with ethical principles, participants were reassured about the 
confidentiality of the responses and their right to withdraw at any time until the final report 
had been written. The same procedure was followed across all 3 measurement timepoints. 
Participant questionnaires were matched up across the 3 measurement occasions using 
demographic information. 
Measures 
Motivation to exercise. A short version (18 items) of the Behavioural Regulation in 
Exercise Questionnaire-3 (BREQ-3; Markland & Tobin, 2004; Wilson, 2006) was developed 
to assess an individual’s motivation to exercise. This instrument has been used to measure 
behavioural regulation according to SDT in the exercise domain. In SDT, regulatory 
mechanisms indicate degrees of behavioural internalisation, reflecting the transitioning of 
habits and requests, to endorsed values and self-regulations (Cid et al., 2018). The BREQ-2 
has previously been validated with a mental health population (Vancampfort et al., 2013). A 
shortened version of BREQ-3 was utilised in this study which used 2 items per motivation 
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regulation to assess overall motivation. Participants rated their motivation to exercise on a 5-
point Likert scale, (not true for me) to 4 (very true to me). Example items include “I exercise 
because it is fun” (intrinsic regulation), “I value the benefits of exercise” (identified 
regulation),  “I feel guilty when I don’t exercise” (introjected regulation), “I exercise because 
other people say I should” (external regulation) and “I don’t see the point in exercising” 
(amotivation). 
A Relative Autonomy Index was calculated by weighting the subscales of the self-
regulation questionnaire used to measure motivation (Williams, Grow, Freedman, Ryan, & 
Deci, 1996). For example, intrinsic regulation was weighted 2, identified regulation weighted 
1, introjected regulation weighted -1 and external regulation weighted -2. The controlled 
subscales (external and introjected) were weighted negatively and the autonomous subscales 
(identified, integrated and intrinsic) were weighted positively. The more controlled the 
motivation regulation style represented by the subscale, the larger its negative weight and the 
more autonomous the regulation style represented by the subscale, the larger its positive 
weight. 
Physical activity behaviour. Physical activity was assessed using the International 
Physical Activity Questionnaire short version (7 items) (IPAQ-SF; Craig, Marshall, Sjöström, 
Bauman, Booth, Ainsworth., et al., 2003). Participants reported the number of days in the 
past week and the total time per day of walking, engaging in moderate-intensity and 
vigorous-intensity physical activity in bouts of 10 minutes or more. Moderate and vigorous 
intensity activities were defined using the standard IPAQ descriptions. Moderate activity 
included activities that required moderate physical effort and made the participant breathe 
harder than normal. Vigorous activity included activities that required hard physical effort 
and made the participant breathe much harder than normal. Total PA on the IPAQ represents 
all PA related to work, transportation, leisure, domestic or garden activities. Example items 
include “During the last 7 days, on how many days did you walk for at least 10 minutes at a 
time?” (responding with a number of days) and “How much time did you usually spend 
walking on one of those days?” (responding with hours and minutes per day). Previous 
research has validated the IPAQ-SF against objective measures of PA (i.e., accelerometers) 
(Lee, Macfarlane, Lam, & Stewart, 2011). 
Perceived social support. The Social Provisions Scale (SPS-10; Cutrona & Russell, 
1987) assessed perceptions of social support. Participants responded to 10 items indicating 
the extent to which they felt supported. Responses were given on a 4-point Likert scale from 
1 (not at all true) to 4 (completely true) to descriptions of both the presence or absence of a 
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specific provision i.e. social support. An example item is “There are people in the group I can 
depend on to help me if I really needed it.” Previous research has validated the SPS (Caron, 
2013). 
Mental wellbeing. Mental wellbeing was assessed using the Warwick Edinburgh 
Wellbeing Scale (WEMWBS; Tennant et al., 2007) which was a 14-item self-report measure. 
Participants rated their experience regarding each statement over the last 2 weeks. Each item 
is scored using a 5-point Likert scale ranging from 1 (none of the time) to 5 (all of the time). 
Example items are “I’ve been feeling optimistic about the future” and “I’ve been feeling good 
about myself.” Previous research has validated the WEMWBS within the mental health 
population (Bass, Dawkin, Muncer, Vigurs, & Bostock, 2016). 
Data Analysis 
Multilevel regression analysis employing MLWin 3.02 (Charlton, Rasbash, Browne, 
Healy, & Cameron, 2018) was used to examine changes in perceived social support, 
motivation, PA levels and mental wellbeing over the course of 6 months. This type of 
analysis is particularly useful when there are missing observations since it does not assume 
equal number of measurement occasions for all individuals (Hox, 2000). Two levels of 
analysis were specified. Level 1 encompassed the repeated measures of perceived social 
support, motivation, PA and mental wellbeing across 3 timepoints (baseline, 3 months and 6 
months). These repeated measures were nested within participants which constituted level 2 
in the analysis. The first part of the analysis was to examine whether the study variables 
significantly changed over the 6-month intervention. This was done by examining 
unconditional growth models with a linear time variable included, which was centred at the 
beginning of the study (i.e., Time = 0). 
The second part of the analysis aimed to ascertain whether any change over time 
could be accounted for by the intervention variable of online versus face-to-face. This was 
achieved by adding to the unconditional growth models an intervention variable (face-to-face 
= 0, online = 1) as well as the interaction term between time and the intervention variable. A 
statistically significant association between the intervention variable and the dependent 
variable evidenced differences at baseline. A significant interaction term evidenced different 
rates of change across the intervention types. 
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Results 
Preliminary Analysis. 
Table 3.1 presents the means, standard deviations and Cronbach’s alpha coefficients 
for all variables on each of the 3 measurement occasions. Cronbach’s alpha coefficients 
revealed that all subscales demonstrated adequate scale score reliability. 
Table 3.1. Means and standard deviations for all variables at all 3 timepoints 
 
Primary Analysis 
Table 3.2 presents the conditional growth models which describe patterns of change for 
social support, motivation, mental wellbeing and PA over time. 
 
Table 3.2. Final conditional growth models describing changes in study variables over the 3 
measurement occasions 
Social support. The first part of the analysis indicated no significant linear effects of 
time for levels of social support. Inclusion of the intervention variable as a predictor of the 
intercept revealed participants in the online condition had lower levels of perceived social 
  Baseline  3 months  6 months 
Variable α M SD  M SD  M SD 
Perceived social support 0.93 2.85 0.67  2.93 0.65  2.92 0.7 
Intrinsic motivation 0.85 44.3 197.53  25.34 147.2  44.92 199.46 
Identified motivation 0.83 42.52 192.55  25.56 147.17  45.22 199.4 
Introjected motivation 0.71 41.43 192.77  24.56 147.32  43.94 199.67 
External motivation 0.77 44.82 202.64  29.5 164.34  43.27 199.81 
Amotivation 0.76 45.82 205  23.99 147.4  43.33 199.8 
Physical activity 0.23 64.2 62.27  115.69 189.81  157.85 248.34 
Mental wellbeing 0.95 2.74 0.89  2.7 0.79  2.77 0.88 
Note. α = median Cronbach's alpha coefficients over the three measurement occasions 
 
  Outcome variable  
 Social Support Motivation Physical Activity Mental Wellbeing 
 β (SE)    
Intercept 2.934 (0.024) -43.745 (9.820) 53.951 (4.592) 2.887 (0.030) 
Linear time 0.053 (0.029) -0.341 (11.748) 71.318 (5.493) 0.020 (0.037) 
Intervention -0.303 (0.049) -7.826 (19.826) 45.015 (9.271) -0.635 (0.064) 
Intervention x Linear time -0.028 (0.056) 25.519 (22.906) -90.840 (10.710) 0.040 (0.072) 
Note. Standard errors in brackets 
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support at baseline compared to the face-to-face condition. However, a non-significant 
intervention × time interaction suggested no differences in the patterns of change in social 
support between online and face-to-face conditions. 
Motivation. The first part of the analysis indicated no significant linear effects of 
time for motivation. Inclusion of the intervention variable as a predictor of the intercept 
revealed no significant differences in motivation between the online and face-to-face 
condition at baseline. Furthermore, a non-significant intervention × time interaction 
suggested no differences in the patterns of change in motivation between online versus face-
to-face intervention conditions. 
Mental Wellbeing. The first part of the analysis indicated no significant linear effects 
of time for mental wellbeing. Inclusion of the intervention variable as a predictor of the 
intercept revealed the online condition had lower levels of mental wellbeing at baseline 
compared to the face-to-face condition. However, a non-significant intervention × time 
interaction suggested no differences in the patterns of change in mental wellbeing between 
online versus face-to-face intervention conditions. 
Physical Activity. The first part of the analysis revealed significant linear increases in 
time for PA. Inclusion of the intervention variable as a predictor of the intercept revealed the 
online condition had higher levels of PA at baseline compared to the face-to-face condition. 
Furthermore, a significant intervention × time interaction was observed, which indicated that 
MHSU in the face-to-face condition increased their PA levels throughout the 6 months of 
monitoring. Opposingly, the PA levels of those in the online intervention condition decreased 
throughout the same time period (Figure 3.1). 
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Figure 3.1. Changes in PA levels over time between face-to-face and online intervention 
conditions 
Discussion 
The aim of the current study was to examine if online versus face-to-face support 
predicted changes in PA, motivation, social support and mental wellbeing of MHSU.  Results 
found that online versus face-to-face support did not predict changes in motivation, social 
support or mental wellbeing. However, results did show that online versus face-to-face 
support predicted changes in PA levels of MHSU, showing a significant increase in PA levels 
for the face-to-face condition across the 6 months, and a significant decrease in PA levels for 
the online condition. 
Previous research has looked at the importance of MHSU’s priority for a healthy 
lifestyle and found that this was a predictor of regular PA (Chapman et al., 2016). Those 
individuals who considered a healthy lifestyle as high priority were more regularly physically 
active, and those with a better self-perceived general health and fewer health problems which 
limited PA, were also more regularly active (Chapman et al., 2016). MHSU participants in 
the face-to-face support condition may have perceived PA as a higher priority in comparison 
to participants in the online support condition as they had voluntarily signed up for the PA 
programme. Individuals may have accessed the online platform for reasons other than to 
encourage their own PA engagement. Face-to-face support may have generated greater social 
integration of participants and facilitated a stronger sense of belonging for those experiencing 
the supportive environment of the community programme, further encouraging greater levels 
of PA engagement (Lubans et al., 2016). However, it is apparent that the decision for MHSU 
to engage in PA is more complex than the nature of this quantitative data found. Further 
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investigation via qualitative methods would allow for underlying factors, processes or 
influencers that might be at play to explain the levels of PA in both online and face-to-face 
support conditions.   
With regards to social support, participants in the online condition had lower baseline 
levels of social support compared to the face-to-face condition. For some individuals, 
accessing the online platform may occur when they are in a low mood state. The decision to 
reach out and connect with others to discuss personal, health-related issues may be at a time 
when MHSU are facing significant life challenges and experiencing an increased level of 
instability (Perry & Pescosolido, 2015). In support of previous research, online social support 
can be readily accessed by MHSU with few other factors prohibiting individuals’ access 
(Parikh & Huniewicz, 2015). Moreover, previous research found that individuls with 
depression who percevied lower levels of social support  had worse outcomes in terms of 
recovery from mental illness, and social functioning (Wang et al., 2018). A lack of social 
interaction was further linked with increases in depression outcomes (Wang et al., 2018). 
MHSU’ perceptions of online social support in the current study findings may have been 
tainted by their negative emotions linked to their mental illness. However, this goes beyond 
the scope of the data collected for this study, and therefore explanations for differences at 
baseline for social support between the two conditions cannot be explained. Future research 
might find value in qualitatively exploring the motives behind why MHSU initially access 
virtual social support via an online community platform. 
No significant differences were found between the two conditions for perceived social 
support over the 6 months. These findings oppose previous research which found clear 
differences between online and face-to-face support. A study which addressed questions of 
how satisfying and effective social support was perceived to be in online and offline contexts 
by an adult population found that both environments positively influenced individuals’ 
satisfaction with social support over a longitudinal programme. Participants perceived more 
emotional and instrumental support in face-to-face contexts compared to online (Trepte et al., 
2015). However, findings reported that users of online networks often have certain 
expectations regarding the kind of support that can realistically be provided in an online 
setting and know that deep emotional support should be sought from face-to-face contexts 
(Trepte et al., 2014). A caveat of these study findings is the measuring of social support is 
context sensitive, resulting in limited comparability across contexts (MHSU within a 
community PA programme) and individual programme experiences. Again, this provides a 
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justification for the current study’s findings; however, the data obtained from quantitative 
methods alone make it difficult to draw on any further explanations.  
MHSU face a number of barriers to PA including physical health, a lack of money, 
tiredness, disorganisation, exhaustion and embarrassment to engage in PA (Vancampfort, De 
Hert, et al., 2017). Motivation is an additional barrier reported by MHSU with the initial step 
to PA participation being MHSU greatest challenge (Firth et al., 2016). According to OIT, the 
social environment can either facilitate or impede the internalisation process and 
consequently affects both quality and quantity of the internalisation (Ryan et al., 2009). 
Highly internalised behaviours typically relate to an empathic, supportive context such as the 
environment created within the GStG programme. The current study found no differences or 
changes in participant motivation between the face-to-face and online support conditions. The 
lack of increase in motivation for either condition over time suggests that a combination of 
barriers (e.g., physical health, fatigue, embarrassment, loneliness) may be present in this 
complex relationship between MHSU’ motivation to engage in PA, which further research 
needs to address in order to create a supportive environment that can facilitate motivation 
towards PA engagement.  
A further explanation for the lack of change in motivation over time between the two 
conditions could be regarding the dynamics of behaviour regulations (Wasserkampf & 
Kleinert, 2015). The function of introjected regulation in the context of behaviour adoption 
needs to be considered. As originally proposed by OIT theorists, introjected regulation is 
acknowledged as being less powerful in the changing process (e.g., changing behaviour) in 
the long-term, given its controlled nature (Ryan et al., 2007). However, although introjected 
regulation is perceived as controlling and pressurising, and thus associated with negative 
affective states, this form of self-regulation might be helpful and supportive during the initial 
process of MSHU adopting PA behaviour (Sabiston et al., 2010). Nonetheless, this type of 
regulation may force individuals through feelings of guilt and shame to engage in PA 
(Sabiston et al., 2010). Therefore, increased introjected regulation may be functional, but 
only under certain conditions, individuals and contexts. Future research should consider the 
dynamic nature of motivation regulations in order to facilitate the adoption of PA by MHSU. 
Overall, there were no significant differences found for MHSU’ mental wellbeing 
between the face-to-face and online support conditions. These findings within a mental health 
population support previous research which found no differences in anxiety and depression 
levels, or quality of life in MHSU between face-to-face and online support groups for cancer 
patients (Huber et al., 2018). However, findings do not support the findings of a recent meta-
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analysis which reported that positive communication reduces anxiety and develops feelings 
of security (Harandi et al., 2017). 
A lack of significant findings for MHSU’ mental wellbeing, across either support 
condition, suggests a more complex underlying process. For example, the mental wellbeing 
of MHSU neither increased nor decreased over time across the two support conditions. A 
narrative review published evidence on the associations between mental health and 
sociodemographic and economic factors at an individual-level and area-level (Silva, 
Marques, & Teixeira, 2014). Across 78 studies, the main individual factors that had a 
statistically significant independent association with worse mental health included a lack of 
social support, female gender, low education, financial concerns and unemployment (Silva et 
al., 2014). Associations were reported from 69 studies between area-level factors and mental 
health, including social capital, geographical distribution, built environment and ethnicity 
(Silva et al., 2014). This suggests that ameliorating economic situations of individuals by 
enhancing community connectedness and combating neighbourhood disadvantages and social 
isolation may enhance the populations’ mental health (Silva et al., 2014). However, findings 
from this study demonstrate that the nuances of mental health cannot be captured in large 
scale data collection methods such as the survey used in this study. Further research is 
required to understand the deeper relationship between social support and the mental 
wellbeing of MHSU.  
Limitations and future directions. The inclusion of data from a large sample of 
MHSU is a strength of this current study, with existing research predominantly recruiting 
small sample sizes (Harandi et al., 2017). However, the depth of data collected via 
quantitative methods restricts the ability to explain statistically insignificant findings without 
drawing on assumptions. Current study findings should therefore be interpreted with some 
caution due to methodological considerations. All measures used in this study were self-
report. Self-report measures are not fully reliable, as participants responses will be subject to 
recall bias. In particular, the IPAQ PA measure required participants to report the amount of 
time spent exercising (vigorously, or moderate intensity), walking and sitting in the past 7 
days in hours and minutes. This may have led to inaccurate figures reported for duration and 
intensity. Participants may also perceive PA differently based on their individual definitions 
of, and what they feel should be classed as PA. Additionally, asking participants to report 
based on the last 7 days may not have been entirely representative of their normal PA 
behaviour, due to fluctuations in their mental health and symptoms associated with any 
medication. This suggests that quantitative data alone cannot capture a true reflection of 
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MHSU behaviour. Future research should incorporate qualitative research to understand 
MHSU individual experiences to better understand the mechanisms and underlying 
processes, such as motivation, contributing to PA engagement. 
The longitudinal design of this study was implemented to understand the often-
complex PA and mental health relationships where interlinked determinants are present 
(Harandi et al., 2017). This was a strength of the current study, as previous literature has 
predominantly implemented cross-sectional designs (Gunnell et al., 2014). Despite this, 
longitudinal survey data can be prone to sampling errors (Trepte et al., 2014). Recruiting for 
participants to complete a survey at multiple time points is relying on participants time and 
commitment to the research once being sent their follow-up survey. Although the use of 
online surveys to recruit within mental health research is beneficial (i.e., to overcome barriers 
of face-to-face recruitment), practice can be criticised due to the lack of environmental 
control compared to face-to-face methods (Roivainen, Veijola, & Miettunen, 2016). For 
example inattentive responding, defined as ‘responding without regard to the item content’ 
(Huang, Bowling, Liu, & Li, 2015, pg. 157), has shown negative associations with high 
emotional stability (Bowling et al., 2016). Moreover, higher levels of emotional stability 
contribute to a degree of social competence which may in turn increase the likelihood of 
accurate responding (Bowling et al., 2016). In the current study, emotional instability which 
MHSU may have been experiencing, could have acted as a distraction from careful and 
accurate responding. Therefore, future quantitative research could consider inserting ‘bogus 
items’ as improbable statements that only have one correct response to detect inattentive 
responders with the view of excluding this data (Berry, Rana, Lockwood, Fletcher, & Pratt, 
2019).  
In alignment with previous research (Wasserkampf & Kleinert, 2015), this current 
study assessed motivation using composite scorings such as the Relative Autonomy Index 
(RAI: Ryan & Connell, 1989). To produce a RAI, the individual regulation scores were 
weighted and then aggregated to form a numerical index of the extent to which an 
individual’s behaviour is autonomously regulated or not (Mullan & Markland, 1997). 
However, is it likely that conceptual distinctions between single types of behaviour regulation 
will be masked when using bundled scores (Mullan & Markland, 1997). Applications of 
composite scorings fail to consider that the six forms of motivation regulations are 
qualitatively different from one another (Wasserkampf & Kleinert, 2015). Therefore, future 
research should assess each regulation’s respective contribution to MHSU motivation in 
order to make conclusions about PA behaviour in the long term.  
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Despite the strengths that this longitudinal study adds to previous research, there was 
a lack of opportunity for MHSU to express their personal dispositions or experiences 
regarding social support within the community PA programme. As such, the findings suggest 
that there are deeper social processes at play with MHSU behaviour that are negated through 
the use of quantitative data alone. In light of these concerns, the findings must be recognised 
as limited in their capacity to offer generalisable recommendations or understanding of 
MHSU experiences. Instead, they signpost areas for development and further study, and offer 
a foundation upon which further inquiry regarding how social support impacts MHSU’ 
motivation to engage in PA can be built. 
Conclusion 
The current study found a significant increase in PA levels of MHSU in the face-to-
face support condition. A significant decrease in PA levels was found for the online support 
condition who had higher PA levels at baseline compared to the face-to-face condition. 
However, no significant differences were found between face-to-face and online support 
conditions for motivation, perceived social support or mental wellbeing. Additionally, there 
were no changes over time for motivation, social support or mental wellbeing, but reportedly 
lower mental wellbeing at baseline for the online condition compared to the face-to-face 
condition. This research considers the complexity of studying the PA behaviour of MHSU 
including symptoms of their mental illness or prescribed medication, as well as their differing 
needs and perceptions of the social environment viewed as facilitative or inhibitive of PA 
behaviour. Given the established benefits of PA participation for physical, mental and 
cognitive health of MHSU, more effective programmes that target increasing PA levels are 
required. There is a need for longitudinal studies with multiple time point measures to clarify 
the relationship between social determinants, such as social support, and mental health and 
wellbeing of MHSU. Research is required to develop understanding of the barriers, 
motivation and preferences for PA in order to develop programmes that aim to facilitate PA 
engagement among MHSU informed by their needs and shaped by their priorities (Mishu et 
al., 2018). This requires both quantitative and qualitative research moving forwards to ensure 
that programmes and policy guidelines can be tailored to maximise positive effects among 
MHSU (White et al., 2017). 
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CHAPTER 4 
 
 
 
 
 
 
 
 
 
 
 
 
 
PARTICIPANT EXPERIENCES OF PEER SUPPORT IN A 
COMMUNITY-BASED PHYSICAL ACTIVITY PROGRAMME FOR 
MENTAL HEALTH SERVICE USERS: A TWO-STUDY INQUIRY 
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CHAPTER 4 
 
Data from the longitudinal study in chapter 3 reported that PA significantly increased among 
MHSU in the face-to-face peer support condition. However, PA levels decreased for those 
receiving social support via an online community. Variables such as motivation, perceived 
social support and mental wellbeing did not change over the duration of the study, nor were 
there any differences found between the two social support conditions. These are interesting 
findings which cannot be fully explained based on this dataset alone. The complexity of 
mental health, and its relationships with motivation, social support and mental wellbeing 
were highlighted from these results. Indeed, the chapters that follow attempt to capture the 
depth of personalised participant experiences missing from the quantitative dataset presented 
in chapter 3. Therefore, chapter 4 considers MHSU participant experiences of peer support 
within GStG, both within face-to-face PA sessions and via a pre-existing online community 
platform. 
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Abstract 
Community settings are an appropriate environment to promote physical activity (PA) by 
facilitating social interaction with similar others (Quirk, Crank, Harrop, Hock, & Copeland, 
2017). The aim of the current two study enquiry was to explore participants’ experiences of 
peer support within a community-based PA programme for mental health service users 
(MHSU), via face-to-face peer support (study 1) and peer support provided via an online 
community platform (study 2). Both studies employed a qualitative design; participants who 
had registered to either the face-to-face programme or the online platform were recruited 
using purposive sampling and had a range of mental health diagnoses. Study one participants 
(21 male, 16 female, M age=50.32 years, SD=13.01 years) took part in one of four focus 
groups conducted in four regions in England (North West (n=13), North East (n=12), London 
(n=5) and West Midlands (n=7). Study two participants (3 male, 18 female, M age=50.32, 
SD=13.01 years) took part in either a telephone or online messenger interview. Participant 
experiences of peer support within a community-based PA programme were explored. Focus 
groups and interviews were transcribed verbatim and thematically analysed using the 
approach outlined by Braun and Clarke (2006). Three key themes were developed for study 
1; the social environment for physical activity, shared lived experience, and a supported 
mental health journey. Two key themes were developed for study 2; a reciprocal relationship, 
and a supportive community environment. Strategies such as the inclusion of peer support 
within community-based PA programmes are important to capitalise on facilitators towards 
PA engagement for MHSU. 
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Introduction 
Physical inactivity is recognised as a contributor to the high prevalence of physical 
diseases, such as cardiovascular disease, type 2 diabetes and cancer, in MHSU (Knapen, 
Vancampfort, Moriën, & Marchal, 2014). Physical activity (PA) can work to improve both 
physical and mental health (Kim et al., 2012). Benefits of PA include a reduction in 
symptoms of mental disorders such as depression, anxiety and schizophrenia, helping to 
protect against, and manage, negative health outcomes to enhance mental wellbeing 
(Carneiro, Fonseca, Vieira-Coelho, Mota, & Vasconcelos-Raposo, 2015; Firth et al., 2016). 
Despite the potential for PA to positively influence health and wellbeing, studies indicate that 
MHSU still engage in significantly less PA than the general population (Andrew Soundy, 
Stubbs, Probst, Hemmings, & Vancampfort, 2014; Stubbs, Vancampfort, et al., 2016) with 
small proportions meeting the international PA recommendations for adults of 150 minutes of 
moderate PA (e.g. brisk walk or cycle) or 75 minutes of vigorous PA (e.g. running) per week 
(WHO, 2014). Research is therefore required to consider how MHSU can be supported to 
engage in help-seeking behaviour such as PA (Hom, Stanley, & Joiner, 2015). 
A recent meta-analysis reported that MHSU have unique attitudes and barriers 
towards PA engagement (Firth, Rosenbaum, Stubbs, Gorczynski, et al., 2016). Typically 
cited barriers include side effects of the medication, the mental illness itself, lack of 
motivation (a defining symptom of psychotic disorders), lack of support, stigmatisation by 
society and limitations of the mental health service (McDevitt, Snyder, Miller, & Wilbur, 
2006). Further research has identified psychological, cognitive and emotional correlates of 
PA such as symptom severity, motivation and quality of life  to understand potential 
mechanisms of change (Vancampfort et al., 2016). Understanding individuals’ attitudes and 
preferences to PA will better inform intervention design and implementation for this 
population. Therefore, more research is needed to develop effective and acceptable PA 
programmes specifically tailored for MHSU.  
Community-based PA interventions  
Community settings are of particular interest in current health promotion research 
(Brand et al., 2014) as they have the potential to achieve high impact by reaching a target 
population group within their natural living environment (Quirk et al., 2017). Given that 
research has shown that MHSU who participate in PA programmes identify with a socially 
inclusive environment (Carless & Douglas, 2012), community interventions can help to 
increase health and wellbeing on a community-wide scale, with an emphasis on social 
interaction rather than the sole focus on the individual (Quirk et al., 2017). 
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The settings in which social interaction takes place may be the crucial ingredient for 
MHSU (Carless & Douglas, 2008a). PA programmes that are not solely focused on the PA 
itself have been shown to reduce psychological distress, and highlight the potential of social 
support for engaging MHSU in PA (Martin Webber & Fendt-Newlin, 2017a). However, few 
studies have explored the attitudes of MHSU towards specific sources of support which may 
facilitate social interaction through PA participation (Quirk et al., 2017). 
Peer support 
Peer support is not a new concept and can exist in different forms, from informal 
sharing of experiences to more formalised roles such as peer workers within mental health 
services (Davidson, Bellamy, Guy, & Miller, 2012). Research suggests a lack of clarity about 
what precisely constitutes peer support that sets it apart from traditional mental health 
services (e.g., specific moderating conditions such as type of peer service and service mode 
delivery, as well as the effectiveness of peer support as a new form of service delivery) 
(Bellamy et al., 2017). Peer support is generally understood to be a relationship of mutual 
support where people with similar life experiences offer each other support (Davidson et al., 
2012). Within the field of mental health specifically, peer support has been defined as ‘social 
emotional support, frequently coupled with instrumental support, that is mutually offered or 
provided by persons having a mental health condition to others sharing a similar mental 
health condition to bring about a desired social or personal change’ (Solomon, 2004, pg. 
393). Peer support suggests that individuals with a lived experience of mental health 
problems are seen as part of the solution and play a role in supporting both their own 
recovery and the recovery of others (Davidson et al., 2012; Lloyd-Evans et al., 2014). 
Qualitative research exploring mental health recovery has highlighted the value of 
peer support. Specifically, support from peers for MHSU provides something different to that 
of professional supporting relationships, in that peer support services appear to have more of 
a positive impact on levels of hope, empowerment and quality of life (Bellamy et al., 2017). 
Peer support services were found to be equally as effective compared to services delivered by 
non-peer healthcare professionals on clinical outcomes associated with mental health 
(Bellamy et al., 2017). However, a large proportion of research on peer support has included 
studies using quantitative methods, such as randomised controlled trials (RCTs) (Bellamy et 
al., 2017). Few studies describe the mechanisms of peer support and delivery effectiveness 
through qualitative methods. Therefore, research is needed to understand how the values of 
peer support and ‘similar lived experiences’ contribute to recovery-orientated and community 
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related outcomes, within the context of a community-based, PA programme for MHSU 
(Bellamy et al., 2017).  
Online peer support 
Peer support has been achieved using a face-to-face format, and also via online 
community platforms (Ziebland & Wyke, 2012). Online social networking represents a 
prominent form of communication within Western populations (Naslund, Aschbrenner, 
Marsch, & Bartels, 2016). MHSU can experience challenges with face-to-face 
communication due to impairments in social functioning, and opportunities available to 
generate social interaction with peers (Naslund, Aschbrenner, Marsch, & Bartels, 2016). 
Therefore, online peer networks may offer novel approaches for supporting and engaging this 
difficult to reach population group (Naslund et al., 2016) and have increasingly been 
recognised as a valuable resource for MHSU to proactively manage their mental health and 
wellbeing (Melling & Houguet-Pincham, 2011). 
Online peer support promotes opportunities for recovery, increased self-esteem, and 
mental and physical wellbeing (Naslund et al., 2016). For MHSU, the decision to reach out 
and connect with others to discuss personal health-related issues typically occurs at a time 
when facing significant life challenges and an increased level of instability (Perry & 
Pescosolido, 2015a). Seeking support and social connection is a critical point where the 
decision of who to reach out to can affect an individual’s behaviour (Naslund et al., 2016) 
and consequently can influence their personal recovery and wellbeing. Through peer support 
specifically, individuals can achieve acceptance of their mental illness which is a vital step in 
changing cognitions and behaviour change choices. For example, enhancing the sense of self,  
and engaging in healthy behaviours (e.g., PA) all leading to a greater quality of life 
(Markowitz, 2015). 
Compared to face-to-face communication, online communication allows individuals 
to maintain greater control meaning they can choose their own level of engagement and 
extent to which they interact with others (Naslund et al., 2016). A systematic review of 
individuals with psychosis reported the importance of feeling connected to similar others and 
experiencing the benefits of group belonging at the individuals’ own convenience (Highton-
Williamson, Priebe, & Giacco, 2015). The control over their engagement may help MHSU 
overcome debilitating effects of their mental illness such as information processing 
challenges, social anxiety or social interaction experienced in person (Schrank, Sibitz, Unger, 
& Amering, 2014). However, previous research has predominantly focused on individuals 
diagnosed with psychosis or schizophrenia, failing to consider individuals with other mental 
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health diagnoses (Highton-Williamson et al., 2015; Schrank et al., 2014). Additionally, 
research looking at online peer support has not considered how the online culture can help 
engage MHSU in PA behaviour. Therefore, research is needed to explore how the 
characteristics of an online community environment, inclusive of social connections with 
peers and feelings of group belonging, can impact MHSU in terms of their mental wellbeing 
and engagement in PA.  
The current evidence for the benefits of online peer support are mixed, due in large 
measure to heterogeneous outcome measures that have been adopted (Easton et al., 2017). A 
quantitative systematic review showed no robust evidence supporting online peer support, as 
peer support communities were evaluated in conjunction with other components of complex 
interventions (Eysenbach, Powell, Englesakis, Rizo, & Stern, 2004). A separate systematic 
review of online peer support for young people with mental health problems also reported a 
lack of high quality studies (Ali, Farrer, Gulliver, & Griffiths, 2015). When using validated, 
clinical outcome measures, little effect was found in support of online peer support for 
MHSU. However, when psycho-social outcomes such as social connectedness and quality of 
life have been assessed, research demonstrates that peer support is beneficial for MHSU 
(Griffiths, Reynolds, & Vassallo, 2015; Naslund, Aschbrenner, Marsch, & Bartels, 2016; 
Välimäki, Athanasopoulou, Lahti, & Adams, 2016). Such outcomes are given higher priority 
by MHSU to experience peer support (Naslund et al., 2016). This further highlights the need 
for qualitative research to determine the effectiveness and impact of online peer support for 
MHSU, and to consider what conditions and for who can online peer support be effective.  
Qualitative research allows for a better understanding of how MHSU make sense of 
their experiences of peer support from an online community and/or face-to-face. It can be 
argued that the use of qualitative research methods, rather than quantitative methods, are 
more suitable for studying MHSU (Carless & Douglas, 2008b). Qualitative research methods 
give MHSU a ‘voice’ so that the data collected are more service user led. Further, qualitative 
data provides access to depth in a manner which is not possible in large scale quantitative 
studies due to the types of responses attained in each method (Creswell & Poth, 2018). 
Qualitative research provides the opportunity to go beyond surface level characteristics of a 
phenomena to make sense of the process at play below the surface level (Creswell & Poth, 
2018). 
There are a variety of qualitative methods which can be used to gather data from 
MHSU including phone and online messenger interviews. Synchronous text-Instant 
Messaging (IM) is a method which takes on a style closer to that of a conversation, with 
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continuity of interaction and both the interviewer and participant being online at the same 
time (Pearce, Thøgersen-Ntoumani, & Duda, 2014). Research assessing the development of 
synchronous text-based IM as an online interviewing tool has found that participants felt 
more autonomous over their interview environment, with increased anonymity between the 
participant and the researcher (Pearce et al., 2014). The action of typing enabled participants 
to give coherent answers, and were able to use the dialogue, via a visual written ‘record’, to 
reflect and engage in a process of reflection (Pearce et al., 2014).  Synchronous text-IM is a 
convenient, flexible and encouraging method to collect qualitative data suitable for MHSU.  
Current study 
Despite the known benefits of PA for mental illness (Schuch et al., 2017; Stubbs, 
Rosenbaum, Vancampfort, Ward, & Schuch, 2016; Vancampfort, Firth, et al., 2017), the 
challenge remains of how to best enable MHSU to become physically active, and maintain a 
physically active lifestyle. Peer support has been shown to benefit MHSU, particularly 
through facilitating social interaction and group belonging (Quirk et al., 2017). However, 
little research has considered the role of peer support in facilitating MHSU engagement 
within community PA programmes from both an online and face-to-face perspective.  
Understanding MHSU experiences of peer support within PA programmes can help 
guide the development of appropriate and appealing interventions. Therefore, the aim of the 
current study was to qualitatively explore MHSU’ experiences of peer support within a 
community-based, PA programme. This was a two-study inquiry to encapsulate two channels 
of peer support from the perspective of the MHSU in their individual context. Study 1 
explored face-to-face peer support, whilst study 2 investigated experiences of online peer 
support through a virtual community platform. 
Method 
The community-based PA programme  
As described in the thesis introduction, Get Set to Go (GStG) was a programme 
implemented by Mind, the UK based mental health charity, to encourage MHSU to become 
more involved in PA. As part of the programme, eight local charity organisations affiliated 
with the national charity across four regions of England (North East, North West, Midlands 
and London) organised PA taster sessions for their service users. Peer support and one-to-one 
advice was provided to participants by peer volunteers aligned to GStG during group-based 
and one-to-one sessions.  
As part of GStG, the existing online peer support community was developed to better 
support MHSU in sharing stories about getting active and how to overcome barriers to 
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encourage individuals to engage in PA. Information focusing on being physically active and 
‘getting started’ were provided via short videos to generate discussions among online 
members. MHSU members of the online community could interact on the topic of PA and 
offer each other advice and share stories of personal experiences. 
Study Design 
A social constructivist approach was adopted for the current study. Social 
constructivism is a theory of knowledge, based on the work of Vygotsky (1978) where 
human development is socially situated and knowledge is constructed through interactions 
with others (McKinley, 2015). This approach allowed for the necessary qualitative data 
analysis to reveal insights on how participants interact with the world, and experience peer 
support from their own perspectives (Creswell, 2009). Within the social constructivist 
paradigm, this study is rooted within a relativist ontology; the belief that multiple realities 
exist. The truth is always relative to a frame of reference (e.g. socially or culturally) and the 
belief that reality is a finite subjective experience (Denzin & Lincoln, 2005). With multiple 
interpretations of experience come multiple realities. In line with the current study, the 
purpose of a relativist ontology is to understand the subjective experience of reality and 
multiple truths that exist for the participants (Levers, 2013).  
This study is more social constructivist in nature but remains paradigmatic in the way 
that it recognises the need for alternative methods to be used within other thesis chapters 
(Chapter 3). Thus, a qualitative study design was adopted to explore MHSU experiences of 
peer support within the community-based PA programme, GStG. This was a two-study 
inquiry; study 1 explored participant experiences of face-to-face peer support through focus 
groups, whilst study 2 investigated experiences of online peer support through telephone and 
online messenger interviews. Ethical approval was obtained for both studies from a Research 
Degrees Board within a University in the East Midlands. Informed consent was provided in 
writing before the focus groups (study 1) and verbally or typed for the telephone and online 
interviews (study 2).  
Study 1 
Participants 
A purposeful criterion-based recruitment process was employed. Thirty-seven (21 
male, 16 female) participants who registered on the GStG programme aged between 21 and 
72 years (M age=50.32 years, SD=13.01 years) were recruited from GStG across four regions 
of the UK (Midlands n=7, London n=5, North East n=12 and North West n=13). Participants 
had a range, and in some cases multiple, mental health diagnoses including depression 
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(n=18), anxiety (n=14), bipolar (n=5), personality disorder (n=5), post-traumatic stress 
disorder (PTSD) (n=2), obsessive-compulsive disorder (OCD) (n=1) and schizophrenia 
(n=5). The length of time as a GStG participant ranged from 6 weeks to 12 months. Two out 
of 37 participants lapsed from the programme, with the remaining 35 adhering to GStG 
throughout the duration of the study. 
Study 1 procedure  
All individuals who had registered as a participant on the GStG programme were 
invited to participate in research as part of the programme. Individuals who agreed received 
an email inviting them to attend a focus group at their nearest local mental health charity who 
ran the GStG programme. Alternatively, if participants were unable to attend the focus group, 
or did not feel comfortable doing so, they were given the option to have a one-to-one 
telephone interview. However, no participants chose this option.  
A semi-structured interview schedule was designed to explore participants’ 
experiences of peer support within GStG. Questions were developed in consultation with a 
Lived Experience Panel representing a variety of mental health backgrounds. Such a 
collaborative approach is consistent with the ethical standards for research for individuals 
with mental health problems (Phillips, 2006). The interview questions explored participants’ 
experiences of peer support within the programme, how they had been supported 
(participants were asked to provide examples), facilitators and barriers towards engaging in 
the programme, as well as the impact of GStG had on their wellbeing and general life. The 
questions were designed to be open-ended and non-leading. 
Each focus group was conducted by the same two interviewers and lasted between 45 
and 100 minutes. Digital audio recorders were used with participants’ permission and field 
notes were collected. Field notes allowed the researcher to record both descriptively 
(observations, behaviours and facial expressions) and reflectively (researcher’s thoughts, 
concerns, ideas) providing further meaning and understanding to the context being explored 
(Emerson, Fretz & Shaw, 2001). Focus groups were transcribed verbatim, ensuring that any 
identifiable information, such as participant names, were replaced with ID numbers.  
Study 2  
Participants 
Twenty-one (3 male, 18 female) participants who were members of the existing 
online community aged between 22 and 62 years (M age=50.32 years, SD=13.01 years) were 
recruited using a purposeful criterion-based recruitment process. Mental health diagnoses of 
participants included depression (n=11), anxiety (n=11), bipolar (n=2), personality disorder 
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(n=7), post-traumatic stress disorder (PTSD) (n=6), obsessive-compulsive disorder (OCD) 
(n=1) and de-personalisation disorder (n=1). Engagement with the online platform varied and 
ranged from participants who logged on daily, used the online platform four to five times a 
week, or more sporadically every few months. 
Study 2 procedure 
All members of the online community platform were invited to participate in either a 
phone interview or an online messenger interview depending on individuals’ preference. 
Sixteen chose a phone interview whilst the remaining five preferred to be interviewed via a 
social media online messenger tool. Participants who chose this option were asked to add the 
researchers account for the purpose of the data collection. This account was then deactivated 
post data collection.  
A semi-structured interview schedule was designed to explore participants’ 
experiences of receiving peer support from an online community. As with study 1, questions 
were developed in consultation with a Lived Experience Panel. The interview questions 
asked participants how best they would describe the online community environment, how 
they engaged with the online platform, who, if anyone, supported them when they exercised 
(participants were asked to provide examples of how they had been supported) and how did 
that make them feel. 
Phone interviews lasted between 20 and 40 minutes. Online messenger interviews 
lasted between 90 and 150 minutes. Phone interviews were fully transcribed and as with 
study 1, any identifiable information was removed, and participant names were replaced with 
ID numbers. Online messenger transcripts were saved using a participant ID number to 
ensure anonymity.  
Analysis 
Interview data from both study 1 and study 2 were analysed using an inductive 
thematic analysis approach (Braun & Clarke, 2006). This followed an iterative and reflective 
six-phased process (1) familiarisation of data, 2) generating initial codes, 3) searching for 
themes, 4) reviewing the themes, 5) defining and renaming themes, and 6) producing the 
report) (Braun & Clarke, 2006).  
Below is a description of the steps taken according to the process followed by Braun 
& Clarke (2013; 2019) for each online messenger interview or phone interview. 
Step 1: Familiarisation of data. The first engagement with the content was data 
transcription which occurred in parallel to the online messenger interview when it took place. 
The participant typed their responses to the questions from the researcher and therefore the 
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transcript was transcribed imminently. All transcripts are re-read/listened to whilst initial 
notes were taken about preliminary ideas that describe the content. The phase was all about 
getting to know that data. 
Step 2: Generating initial codes. Line by line coding was carried out where each line 
of the interview transcribed received a phrase or shorthand code to describe the content of 
that line or sentence. Table 4.1 provides an example from one of the online messenger 
interviews which was exploring MHSUs’ experiences of online peer support within a 
community PA programme. 
Table 4.1. An example extract taken from a participant’s online messenger interview to show 
line by line coding. 
Interviewer: In more general terms, how has Elefriends impacted you? Line by line coding 
Participant: It depends on my mood when I’m using Elefriends. When 
I’m feeling positive and go on Elefriends, I am more able 
to respond to the posts of others who are struggling and 
also respond positively to those who had their own positive 
things to share. But if my mood is particularly low, it can 
become difficult not to compare myself to that of others. 
It’s never in envy I feel, I feel inadequate and a failure if 
I’m not doing as well as I think I should. My thoughts can 
become very judgemental of myself. I always think I 
should be doing as well as everyone else. But the nature of 
Elefriends is always supportive and never judgemental and 
the information available for all types of situations really is 
very good. 
mood dependent 
positive mood 
respond to others 
positive response 
share positives 
low mood 
social comparison 
failure to self 
judgemental thoughts 
comparison to others 
supportive community 
availability of 
information 
   
 
After coding all transcripts and highlighting interesting quotes to be used for evidence in the 
write up, the next step was to collate all the sections that fitted each code (e.g., collate the 
sections in the transcripts with the same code).  
Step 3: Searching for themes.  The researcher looked over the codes created to 
identify patterns among them before developing sub themes, leading to overall themes which 
described something interesting about the MHSUs’ experiences. Searching for themes was an 
iterative process which included revising codes that were initially too vague or lacked 
relevance (i.e., did not appear very often across the data). Within this stage, the researcher 
used post it notes to help create a map of the themes and sub-themes that could easily be 
moved around throughout this iterative process. Table 4.2 provides an example of how the 
reflexive TA process moved from line by line coding to the development of themes.  
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Table 4.2. An example of the development of line by line coding to key themes. 
Line by line codes Sub themes Themes 
mood dependent 
positive mood 
respond to others 
positive response 
share positives 
low mood 
social comparison 
failure to self 
judgemental thoughts 
comparison to others 
supportive community 
availability of information 
Mood state 
 
 
Knowledge exchange 
 
 
 
 
Burden to own mental health 
 
Honesty platform 
Educational 
 
Reciprocal relationships 
 
 
 
 
 
 
 
Supportive community 
environment 
 
Step 4. Reviewing the themes. This stage of the six-step process is designed to 
ensure that the themes development are useful and accurate representations of the data. The 
researcher returned to review the data for the themes developed. As part of this review 
process, some themes were split or combined with different sub-themes to tell a different 
story, whilst other sub-themes were discarded, and new themes were created that were more 
useful and accurate. All quotes or extracts from the transcript relating to the sub-themes were 
reviewed in order to explore if they supported the theme, if there were any contradictions, or 
to identify any theme overlap. Data within themes should cohere together meaningfully, 
whilst there should be clear and identifiable distinctions between themes (Braun & Clarke, 
2019). This process continued until the researcher felt that the final set of themes were 
coherent and distinctive before moving on to the next stage.  
Step 5. Defining and renaming themes. Within this stage, all themes were identified 
from the previous step and names were checked to ensure they were descriptive and 
engaging. After formulating exactly what was meant by each theme and considering how it 
helped the understanding of the data, the researcher was able to tell a coherent story about the 
theme along with its relevant sub-themes.  
Step 6. Producing the report. This written account demonstrates the six stages 
followed throughout this reflexive TA, by documenting the process followed. The rest of this 
thesis chapter presents the themes and sub-themes with supporting quotes as evidence for the 
findings from the participants’ data. By providing a more in-depth account of the process 
followed, this should demonstrate transparency and allow other researchers to follow the 
same analysis process adopted here. 
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Reflexivity 
More recently, there has been an increased emphasis on reflexivity as an on-going 
process of vigilance and self-questioning that qualitative researchers must exercise in order to 
enhance the trustworthiness and value of their research (Alverson & Skoldberg, 2009). A 
definition for reflexivity is “the interpretation of interpretation” (Alverson & Skoldberg, 
2009, pg. 9) and refers to a constant questioning on the part of qualitative researchers of their 
own stance (i.e., empirical materials, analysis and theoretical knowledge). Such a process 
emanates from a realisation that the researchers’ own values, experiences and motives cannot 
be separated from the research process, but can be a source of bias and error which reflexivity 
may forestall (Gabriel, 2018). However, qualitative researchers’ own previous experiences, 
sensitivity and self-knowledge can be valuable resources, enhancing their engagement with 
the empirical materials and deepening their understanding of its meaning and significance 
(Gabriel, 2018). Unlike most quantitative types of research, when doing qualitative research, 
a researcher should engage emotionally with their participants, inviting them to respond 
empathically with the experiences of the other individuals (Gabriel, 2018).  
Importantly it should be noted that whilst reflexivity assumes researchers are 
inherently aware of their own subjectivities, identities and biases, these notions are often 
deeply engrained within a person’s sense of self (Langford, 2012). Therefore, there is a need 
to actively engage in reflexive practice to bring forth a greater awareness of these issues. 
Reflexive practice is the professional ability to step back from an immediate activity or 
experience and turn it into an opportunity for learning (Gabriel, 2018). A reflexive practice is 
one that constantly redefines the practice, attempting to balance the potential benefits of 
researcher involvement, alongside the obligation to accurately represent MHSU participant 
voices (Russell & Kelly, 2002). Thus, this thesis employed reflexive practice to mediate 
decisions regarding direction, interpretation and deduction made throughout the studies. This 
included taking into account my personal history and knowledge of mental health problems, 
recognising my bias based on my understanding of the area and language used by others, with 
the potential to look for experiences which may reflect some of my own. The model of 
reflection utilised to facilitate the ‘de-briefing’ of reflexive practice within this thesis was 
Gibbs’ reflection cycle (1998) and is illustrated in figure 4.1 below. 
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Figure 4.1. Gibbs’ reflection cycle adapted from Gibbs (1998) 
 
This reflection cycle offers a framework for examining experiences and given its 
cyclic nature it lends itself well to repeated experiences, allowing me as the researcher to 
constructively build upon the experience of successes and challenges to aid future work. This 
process was followed throughout all the empirical qualitative research carried out as part of 
this thesis. The reflection cycle was put into practice throughout the data collection process, 
to reflect on the experience and learn ahead of conducting the next round of data collection 
via interviews or focus groups. To help demonstrate how this cycle was used, the following 
the 5 stages have been applied to an example of post-focus group data collection at one of the 
local Minds. In this section, the researcher chose to write in the first person to better capture 
the reflexive nature of this process adopted and to describe an example of a scenario which 
arose within a focus group with MHSU. 
Stage 1. Description of the focus group experience. The first step of the reflective 
process involved producing a description of the scenario. For example, the tables were set up 
in the centre of the room, with participants all sat around the outside of a large rectangle. 
Gibbs’ Reflection Cycle 
Description 
Feelings 
Evaluation 
Analysis 
Action 
1 
2 
3 
4 
5 
6 
Conclusions 
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There was a gender split in terms of participants who attended, however males and females 
were integrated with regards to where they chose to sit. The co-facilitator sat at one end of the 
collation of tables and I, as lead facilitator, sat nearer the opposite end but more central to the 
group. The Dictaphones were placed towards the centre of the tables at either end of the 
rectangle set-up. Instructions were provided to all participants (i.e., only one participant to 
speak one at a time, talk loudly and clearly, and be as open and honest as possible) before 
reiterating confidentiality and anonymity in terms of the recording and asking for 
participants’ consent. However, part way through the focus group discussions, two 
conversations were happening at either ends of the table which demonstrated that either the 
given instructions were either not fully understood, had not been heard, or had been ignored 
by some participants, or that the layout of the tables had resulted in disjointed discussion. 
Stage 2. Feelings and thoughts about the focus group. Stage 2 of the reflective 
process involved thinking about the feelings I felt before, during and after the focus group. In 
the example scenario, there were two different conversations occurring as a result of the same 
question asked. I initially started the focus group feeling in complete control of the discussion 
and task in hand. However, once the discussion became disjointed due to participants failing 
to speak one at a time, feelings of control were impeded, and feelings of apprehension were 
ignited regarding how best to manage the situation whilst avoiding interruptive intrusion. I 
did not want to disrespect any individuals but was aware that I needed to bring all participants 
back together to participate within one discussion.  
Stage 3. Evaluation of the focus group. Within the decision-making process of stage 
3, I considered my options for dealing with the competing conversations. I evaluated how 
much longer to allow this to carry on before I intervened, what exactly I would say including 
my language and tone, in order to be as discrete as possible and not interrupt the entire flow 
of the focus group. I considered reiterating the importance of only one individual speaking at 
a time. Having considered how I felt was the best action to take, I decided I needed to 
intervene and stop the second conversation. However before I had actioned this, the co-
facilitator had stepped in and directed the following to the participants who had started their 
own conversation at one end of the table, “Sorry, I just want to reiterate the importance of 
only one of you speaking at a time. I know you all have so much interesting stuff to share 
with everyone but let’s take it in turns to speak. Sorry, you were saying?”  
Stage 4. Analysis of the focus group. The fourth stage involved analysing my chosen 
actions regarding ending an overriding conversation that was happening which two 
participants external to the larger group discussion. Here I identified what went well (the 
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focus group was drawn back together, and all participants engaged in the one discussion) and 
not so well (the co-facilitator had to intervene before I took control of the scenario) and 
reflected on why that might be. I felt slightly disappointed that my control was undermined in 
that moment, however acknowledged the co-facilitator for stepping in to help support me in a 
difficult context. It also highlighted the need for me to be confident when delivering the 
initial focus group instructions, as well as the need to demonstrate autonomy throughout the 
data collection process. 
Stage 5. Conclusion of lessons learned. This stage provided an overall conclusion 
whereby I summarised what I had learned from this scenario. By dissecting my actions and 
behaviour, I was able to create an understanding, underpinned by my prior knowledge, of the 
situation in hand. Further, I considered what I could have done differently throughout the 
focus group process, including how I could have intervened earlier to mitigate the co-
facilitator having to take the lead. By thinking about the lessons learned and changes I would 
make in future data collection via focus groups, I drew up a list of action points required in 
order to handle the highlighted situation more effectively in future focus groups. This 
included the need to over recruit to allow for potential dropouts, without recruiting too many 
participants which could lead to difficulties with all participants’ voices being heard 
individually.  
Stage 6. Action plan for similar situations in future. The final stage of the 
reflection cycle is focused on drawing up an action plan to aid future experiences in similar 
situations. Here I reflected on how I might deal with situations differently and what changes I 
would make ahead of the next round of data collection which are seen as appropriate to 
enhance the participants’ experience. For example, I decided I would cap the recruitment 
number at 8 participants, I would set the room up differently to try and create a more 
inclusive environment, and I would make sure I better emphasised the instructions (such as 
speaking one at a time) more clearly at the start of the focus group.  
Trustworthiness: Judging qualitative research 
Traditionally, the quality of qualitative research has been judged on measurement of 
the adherence to criteriological measures of trustworthiness and validity (Lincoln & Guba, 
1985). However, this position has been challenged due to the argument that qualitative 
research should not be judged using a standardised, universal criteria as interpretative 
research stands alone from positivist views based on the nature of ontological and 
epistemological assumptions (Smith, Sparkes & Caddick, 2014). Qualitative researchers 
argue that theory-free knowledge is not possible when capturing in-depth qualitative data and 
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therefore research must challenge how rigour is developed and qualitative work is judged 
(Smith & McGannon, 2018). 
We aimed to demonstrate research-specific criteria such as characterising traits of rich 
rigour, sincerity, credibility and transparency (Smith et al., 2014). In practical terms, this 
meant peer debriefing was adopted to challenge biases and meanings derived from 
interpretation of the data was achieved through conversations with a fellow researcher to 
collaborate, critique and reflect upon themes, and thus reflecting credibility. Transparency 
was provided through reporting a detailed description of findings. Direct quotes were 
provided throughout the results to allow the reader to judge quality of data by opening up the 
text for interpretation whilst attempting to achieve aesthetic merit and coherence. Self-
reflexivity was carried out by the researcher which involved critically reflecting on one’s own 
ideas, views and biases to enhance transparency and sincerity throughout the research 
process.  
Results 
Study 1 
Three themes were developed; a social environment for physical activity, shared lived 
experience, and a supported mental health journey. Table 4.3 details the key themes and sub- 
themes which have been organised into positive and negative experiences. 
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Table 4.3. Key themes and sub-themes of participants’ experiences of peer support 
within a community-based PA programme 
 
The social environment for physical activity. GStG participants described the peer 
supportive PA environment as conducive to their individual learning and development. The 
social environment was perceived as being all inclusive and non-judgemental. As a result of 
this supportive social environment created by peer volunteers, and exercising with fellow 
MHSU, individuals felt safe from stigma or negative judgements. Through vicarious 
reinforcement and seeing the benefits that PA engagement had on fellow peers, participants 
gained confidence to engage in PA sessions and try out other physical activities within GStG, 
“You get that bit of empowerment, maybe to give you that bit of confidence to try and start 
and look for other things” (North West, focus group). The peer volunteers were viewed as 
role models by MHSU by encouraging their participation in the GStG sessions to seek the 
benefits of PA, “If they can show the benefits of exercise, the proven benefits then that’s 
good” (Midlands, focus group). MHSU valued and trusted what the peer volunteers said to 
Component of PA 
environment 
Positive experiences of peer 
support 
Negative experiences of 
peer support 
The social environment 
for physical activity 
All inclusive, safe and non-
judgemental 
Vicarious reinforcement – 
viewing others as role models 
Increased self-confidence 
Purpose or identity 
Internalised pressure 
Session changes or 
cancellations 
Controlled styles of 
behavioural support  
 
Shared lived experience 
 
 
 
 
Quality of connections 
Social interaction 
Group unity and belonging 
No apprehension about returning 
to sessions 
 
Dissociation - no follow ups 
after missed sessions 
De-personalisation 
 
   
Supported mental 
health journey  
 
Ongoing peer support 
Seek comfort in peer volunteers  
Understanding personal limits 
Initial step to participation 
Fears for longevity of PA 
programme 
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them which was further highlighted, “I mean these are experts and I’m trying to pick up what 
they’re telling me” (Midlands, focus group).  
However, participants also discussed that at times they experienced internalised 
pressure to perform at the same intensity as their fellow peers within PA sessions. The 
internalised pressure led to excessive PA which further resulted in physical pain and fatigue, 
“But when I burnt myself out, I slept for 24 hours. I just knew I did, I was overdoing it then” 
(North West, focus group). Individuals expressed the need to get the balance right dependant 
on their individual capabilities, “You need to push yourself as well, on some occasions but 
it’s knowing when to pull yourself in or when to push yourself.  That is about trial and error” 
(North West, focus group). 
Attending GStG sessions provided participants with a purpose and structure to their 
day. The peer supportive environment helped to develop individual feelings of self-worth, 
Well gave me a sense of worth, getting up, having something to look forward to and 
again meeting other people. Because the weeks and days can sometimes mould into 
one if you don’t sort of break it (London, focus group). 
However, on occasions, peer volunteers cancelled pre-arranged sessions at the last minute 
which were not always communicated to the participants. When there was a breakdown in 
communication between participants and paid GStG programme staff and peer volunteers 
about changes to the scheduling of PA sessions (e.g., time, day or location), or if a volunteer 
was not available to lead a session, participants’ daily structure and continuity was disrupted. 
Participants often spoke of their day being centred round a PA session and therefore 
spontaneous alterations, or a lack of change updates caused negative consequences for 
participants’ engagement, “They’re all talking, they’re all coming up with these great ideas 
and then change it in a heartbeat and then everybody gets cocked up” (North West, focus 
group).  
Participants reported negative experiences of peer support when peer volunteers’ 
delivery styles did not facilitate a supportive environment conducive to PA engagement, “But 
he came in ordering it, like this must be done this way, and I said well you know we don’t do 
it this way, and he said to me well, if you don’t like it don’t come” (North West, focus group). 
Controlling styles of behavioural support adopted by volunteers within PA sessions led peers 
to feel demotivated to engage in further PA. Individuals perceived it was the responsibility of 
the peer volunteers to create an environment supportive to MHSU to drive their PA 
engagement, 
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That’s what makes you go isn’t it, whoever’s running it, you know if they’re friendly 
and understanding and you have a laugh with them, then obviously you want to go, it 
makes you feel like going more but if they’re not very friendly or they’re not giving 
you much information, obviously you think like I’ll not bother going (North West, 
focus group). 
Shared lived experience. The quality of connections developed through social 
interaction focused on the shared lived experience of mental health problems being key to 
facilitating participants’ engagement. Participants valued being alongside individuals who 
understood mental illness and how they might be feeling. Feelings of belonging to a 
community enhanced their motivation to sustain engagement in the PA sessions. Interacting 
with others appeared to strengthen the social networks between peers, as well as relationships 
between the GStG participants and the peer volunteers. Individuals felt valued for who they 
were and what they could bring to the PA sessions with their peers, as opposed to being 
individuals with a mental illness, 
And I also feel like when you do exercise is that you’re just like everybody else there, 
you’re not the one, you’re not separate, you’re not the one who’s got the MH 
problem, you’re fitting in, everybody’s there to do just one thing, so nobody’s 
thinking ‘she’s got MH problems there’, you don’t feel like that, you feel like you’re 
part of the group (Midlands, focus group). 
Participants explained that if they missed a session due to health or personal reasons, they did 
not feel apprehensive about returning due to the shared understanding of individuals’ needs, 
“But it’s not somewhere that I’m worried about going back to because again it’s going back 
to that non-judgemental approach” (North East, focus group). However, participants 
highlighted that if they felt their absence went unnoticed by the peer volunteers, or there was 
no follow up to actively encourage them to return to PA sessions, their future attendance 
could be affected, 
Especially if someone would just give you something to say, well why is X not 
coming back? You know, that would have been nice. Because what I find is, the 
saddest thing about it, because I didn’t go back to the cycling it actually had a knock-
on effect to the other class I was joining (London, focus group). 
Similarly, if messages from GStG staff and peer volunteers were not personalised to that 
individual, participants felt dissociated from the group community, devalued and demotivated 
towards participating in PA. This feeling was exacerbated if they were prone to feelings of 
isolation, 
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I get texts and I look at them but it’s not personal to me, it was sent out to everyone. 
And to me, people that are isolated for whatever reason or finding it difficult to 
engage in anything, they need contact, it really doesn’t work for people that are 
needing to engage, that’s just the number one. People need to see it, touch it, feel it 
(London, focus group). 
Supported mental health journey to recovery. Participants reported that an initial 
barrier of engaging in the GStG programme was making the initial step of attending their first 
PA session, “I think even, you know, coming out your house and then going to the actual 
venue and whatever, the project, just the beginning, just that getting there, if you can get past 
that…” (North West, focus group). Perceptions of judgement from others attending sessions 
was a significant concern for new starters, “Because in the beginning you think you’d walk in 
and then you’ve got this sign above your head, I have mental health issues, you know” (North 
East, focus group). Once individuals made the initial step of attending a PA session and 
experiencing peer support, this particular barrier was reduced, “They did meet my 
expectations because they were there to like, even like keep you occupied all the time on the 
activity and keep you encouraged” (London, focus group).  
Participants felt comfort in knowing there was always someone on hand to provide 
guidance and encouragement during and leading up to the PA sessions, “It’s knowing there’s 
somebody there, somewhere to go, somebody to help you, to listen to you” (North West, 
focus group). One participant provided an example of how a peer volunteer encouraged them 
to attend, ‘“could be just a text, could be as simple as a text message or you know, “do you 
want me to come along with you today”’ (Midlands, focus group). 
Participants discussed that they felt supported throughout their engagement in GStG 
sessions as peer volunteers were perceived to fulfil an educator role. MHSU perceived the 
peer volunteers to be important in helping them to understand when they were pushing 
themselves too hard, and when it would necessary to reduce their exercise intensity, which 
participants were not always able to see for themselves, 
I know I’m probably at this certain speed but I want to go a bit faster and then I 
realised quite quickly that I can’t go this speed, I’m doing too much, so it’s somebody 
else looking from the outside and they can see the difference, they said ‘slow down’ 
(North West, focus group). 
However, participants raised concerns over the longevity of GStG and the peer support. 
Participants discussed how funding was key to the continuation of the programme and how 
they were apprehensive to join a PA programme outside of GStG. This was due to MHSU 
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feeling safe in the exercise context they were in which fell under the safety umbrella of Mind, 
“If I went mainstream, I’d probably end up going back indoors again. It needs [the charity] at 
the head. It’s too big a step” (North East, focus group). 
Summary of study 1 
 Study one explored participant experiences of face-to-face peer support within a 
community-based PA programme. Each theme - an environment for learning and 
development, shared lived experience and a supported mental health journey - were discussed 
as both facilitators and potential barriers of PA engagement. For instance, participants 
benefitted from communicating with similar others and shared a sense of group belonging 
within an inclusive, safe and non-judgemental environment. Participants’ development was 
facilitated through seeing fellow peers participate in PA sessions and experience benefits to 
both physical and mental health. However, participants also highlighted that their 
development could be hindered as they were prone to pushing themselves beyond their 
individual capabilities when watching others performing sporting skills successfully. In these 
situations, peer volunteers were important in helping MHSU understand their personal limits.  
 Participants thrived when they perceived to be supported, and the provision of peer 
support helped participants to maintain their engagement in the PA programme. However, 
some participants raised concerns about discontinued peer support once the programme had 
finished and feared joining mainstream activities.  
 Study 2 
Two themes were developed from the phone and online messenger interviews: a 
reciprocal relationship and a supportive community environment. Table 4.4 details the key 
themes and sub-themes which have also been organised into positive and negative 
experiences. 
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 Table 4.4. Key themes and sub-themes of participant experiences of peer support via 
an online peer community platform. 
 
A reciprocal relationship. Participants discussed how the online community 
provided a platform to generate reciprocal relationships with other online users. Peer support 
was facilitated through a two-way relationship where individuals felt they had a part to play 
in both providing and receiving peer support to/from online peers. Sharing and learning from 
past experiences, individual advice and suggestions from similar others relating to coping 
with mental illness were acknowledged as part of the support, 
It’s just nice being able to speak with people that understand it or support others that 
are on their journey but a little bit behind you, or talk to others that are a little bit in 
front of you and it just gives you that hope that, you know, things can get better 
(Participant 12, phone interview). 
Participants felt connected to their online peers through their mental health problems, “It’s 
good to see others in the same boat, a similar boat” (Participant 1, online messenger 
interview).  As well as sharing stories about their mental health, participants highlighted how 
sharing experiences and successes of PA engagement encouraged other online users to share 
their daily activities and engage in conversations about PA,  
Well seeing someone post about how great it was to do A or B…then someone else 
adds something. Then I think ‘oh I’ll post a photo about my walk around the park’. 
Component of online peer 
support environment 
Positive experiences of 
online peer support 
Negative experiences of 
online peer support 
A reciprocal relationship Similar others 
Knowledge exchange 
Virtual care and 
responsibility 
 
Mood state 
Emotional stability 
Personal strength 
 
Supportive community 
environment 
 
 
Honesty platform 
Accountability 
Combat isolation 
Educational 
Worry about other online 
users 
Burden to own mental 
health 
Lack of familiarity 
Information overload 
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Then someone else does…it can have a ripple effect (Participant 1, online messenger 
interview). 
Participants could choose to post their PA achievements online to share with peers. Positive 
feedback from others was valued by the participants, “It felt really sort of special actually, 
just noticed and valued and that other people could see it was a big deal for me, and that they 
liked sharing in that news of me, and it was nice” (Participant 16, phone interview). Through 
shared understanding and lived experience of mental illness, online users appeared to develop 
a sense of virtual care and responsibility for others experiencing difficulties, 
If someone is struggling and it’s related to something I have experienced personally 
then I offer my own personal suggestion or support. But sometimes if I post that I am 
struggling then you might get two or three comments to say that they are thinking of 
you or they say, ‘I hope you have called the doc or spoken to a friend’ and you can 
feel the love (Participant 1, online messenger interview). 
However, the reciprocal peer supportive relationships were dependent on participants’ mental 
health at that time. If participants felt positive, they were more likely to want to comment on 
posts and support other online users, 
It depends on my mood when I’m using [online community]. When I’m feeling 
positive and go on [online community], I am more able to respond to the posts of 
others who are struggling and also respond more positively to those who had their 
own positive things to share (Participant 4, online messenger interview). 
Additionally, participants’ immediate emotional stability determined how they perceived 
comments from their peers or dealt with having no feedback or responses on their own posts. 
Posting something online could in fact result in negative consequences on their mental health 
and a breakdown of reciprocal relationships. In particular if individuals felt they were 
expressing their true identity, regardless of any stigma they had previously faced outside of 
the online peer environment, but received no support in return (i.e., likes or comments), 
If I’m posting something positive, it’s nice to get feedback but not essential as long as 
you get a few likes. If I’m asking for support or commenting about how bad I feel and 
you get nothing back, that is depressing. It can be quite bad because you are putting 
yourself out there with people who have similar problems and if they have a bad day 
too then they may not feel like commenting. Getting no comments or likes makes you 
feel worse and like nobody likes you (Participant 5, online messenger interview). 
Participants further discussed how they would restrict their online interaction when they had 
low mood, to avoid feeling worse,  
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It got to the point I actually found, I could only go on there if I was feeling strong and 
if I was having maybe a bit of a wobble, I couldn’t go on there because I started to, it 
started to make me feel worse (Participant 9, phone interview). 
Supportive community environment. Participants perceived the online community 
environment to be a place they could talk freely to peers without worrying about the effect of 
what they said had on close friends and/or relatives. Individuals felt they were able to talk 
openly because their thoughts and feelings were normalised within the peer supportive 
community, 
It’s nice to be able to say, especially some things that, if you say them to friends, they 
sound, that they’re coming from a very dark place or they sound frightening even 
sometimes, and they’re not really, but if you don’t know that situation then you might 
feel that, whereas you can say to somebody, this is what happened or this is how I felt 
today, without them worrying, without you worrying that they’re going to be 
concerned or freaked out if, it’s quite comforting (Participant 16, phone interview). 
The online peer community was described by one participant as “very supportive and a bit 
like a wider family” (Participant 3, online messenger interview) but with an element of 
anonymity, giving individuals the freedom to express and offload within an inclusive, safe 
environment while reducing feelings of isolation, 
It’s quite nice to kind of just have like a platform where you can be really open and 
honest about exactly how you’re feeling without any judgement either. I think 
especially with mental health, it always feels like you’re the only person in the world 
and then when you look at [online community] you think, oh I’m actually not the only 
person in the world, and actually there’s loads of people a lot worse off than I am 
(Participant 19, phone interview). 
The larger peer community could provide immediate responses, likes and feedback to posts 
which they did not always get from personal friends but felt they sometimes needed. The 
speed that the feedback was provided was deemed important to the online users, 
Sometimes I can message a friend but if they’re busy, it could take a long time for 
them to get back to me, whereas on [online community], you’re not actually 
contacting one person in particular so there’s quite often somebody that will respond, 
just say hello or hi, very rarely that you don’t get a reply at all (Participant 18, phone 
interview). 
The 24 hour availability of the online community played a crucial role when participants 
were at crisis point (e.g., contemplating suicide) and needed immediate support, “I’ve had 
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some really good support on there and it really has made a difference to me being here and 
not being here” (Participant 21, phone interview). 
Individuals often worried about other online users if they felt they could not offer 
appropriate support because of their own mental health, “It is very easy to get sucked into 
other people’s problems and depression. I end up worrying about them and causing myself 
more anxiety” (Participant 5, online messenger interview). Posts could trigger a detrimental 
effect to a user’s mental health leading to disengagement from the online support,  
If it’s a negative, I’ll tend to log off, and there seems to be quite a lot of that, before I 
used to feel as though I had to try and help somebody with a negative, feeling down, 
but there are times when it starts to pull me down a bit, sort of triggers (Participant 
18, phone interview). 
Although the wider community was often seen as a positive, some participants found the 
community had become too large and online users could not interact with the same 
individuals when they regularly logged in. They therefore could not always develop 
meaningful connections with peers, 
It used to be the same names popping up, now it seems more varied. If you were in a 
room with 30 people, you may get to see them all during a 24-hour period. If the room 
had 3000 people, you may not (Participant 1, online messenger interview). 
Participants predominantly discussed the peer support for their mental health during their 
interviews but did also discuss experiences of online peer support for facilitating PA. 
Online users felt accountable for their comments or interaction on the community 
platform and preferred to have full control of what personal PA information they chose to 
share, whether this was positive or negative experiences. The accountability could strengthen 
the desire to engage in PA. One participant in particular only chose to share positive 
experiences of PA participation in a desire to be positively acknowledged by other online 
users, 
[online community] can be somebody that you can hold yourself accountable to so 
you know, I wouldn’t tell him I hadn’t bothered going swimming but I probably 
would tell him if I’d had a really good session swimming, so that accountability and 
knowing that somebody is going to notice if I said something nice reinforces my sort 
of desire to go I think (Participant 16, phone interview). 
The PA information uploaded by Mind acted as a readily available motivational tool to access 
at any time, encouraging individuals to engage in PA. However, despite participants 
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experiencing some initial motivation to be active, the volume of information available to 
participants could be overwhelming and have an opposing effect, 
The negatives are sometimes there is too much information to deal with, you get 
caught up reading everything on the webpage and it’s too much to take in. Then I tend 
to shut down and lose motivation again (Participant 5, online messenger interview). 
Summary of study 2 
Study two explored participant experiences of online peer support as part of GStG. 
within an existing online community. Findings unique to study two include a reciprocal 
relationship between online users by both providing and receiving peer support. Participants 
experienced feelings of care and responsibility towards fellow peers. The anonymity was a 
facilitator of perceiving greater control and accountability over their level of access to the 
online platform. Findings also indicate the significance of the participants’ mood when they 
logged into their accounts on how they perceived the quality of support they received. 
The online platform provided 24-hour support to users. However, despite this being 
perceived as a benefit by some, participants also perceived the community as too large to 
develop supportive connections with other online users. Participants appeared to rely on 
immediate feedback from other online users. An absence of comments or likes could have a 
negative consequence to participants’ mental health. This supports that although participants’ 
experiences of peer support are largely positive, both forms (face-to-face and online) can 
produce negative experiences. 
Through online peer support, participants were able to share their PA achievements, 
as well as providing advice and getting information specific to their shared lived experience 
of mental health problems. Despite PA information being embedded within the online 
platform, participants reported greater benefit of the online peer support on their mental 
health, as opposed to enhancing PA engagement.   
Discussion 
The aim of both study 1 and study 2 was to explore participant experiences of peer 
support within a community-based PA programme. Study 1 explored experiences of face-to-
face peer support, whilst study 2 considered online peer support through an existing online 
community platform. Both studies incorporated MHSU who were registered participants of 
GStG (study 1) or exposed to PA related information (study 2). 
Findings from the current studies are in line with previous research and support that 
peer support is largely beneficial to individuals with mental illness (Davidson et al., 2012; 
Webber & Fendt-Newlin, 2017). Both study 1 and 2 illustrated that a sense of belonging 
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within a group of similar others could facilitate a positive experience of peer support (Quirk 
et al., 2017). Study 2 found that participants favoured the element of anonymity as part of the 
online peer support, which is the opposite to the face-to-face support in study 1. Our findings 
partly support existing research by Berger and colleagues (2005) which showed that 
individuals with stigmatised illnesses were more likely to turn to online platforms for health-
related information due to increased self-disclosure and the absence of self-identifying as an 
individual labelled with a mental illness (Berger, Wagner, & Baker, 2005). However, in the 
current study, participants did turn to, and benefited from, face-to-face support which adds to 
the previous research. An explanation for the differences found in peer support preferences 
may be a result of levels of self-stigmatisation MHSU place on themselves (Corrigan & Rao, 
2012). Individuals with mental illness have long experienced stigma and discrimination, 
however some MHSU did not mind self-disclosing their mental illness by attending the GStG 
sessions and experiencing face-to-face peer support. Greater fears of self-disclosure may be 
apparent for MHSU who turned to the online social support, demonstrating an underlying 
need to seek support for their mental illness, rather than to facilitate PA behaviour. Future 
research should consider the role of self-stigmatisation in MHSU experiences of both forms 
of peer support.   
Current study findings suggested that participants perceived inclusivity as an 
important facilitator of positive experiences of peer support within GStG. There is growing 
recognition that social inclusion, community participation and citizenship are pivotal to social 
and mental recovery (Stevenson, Dixon, Hopkins, & Luyt, 2015) and can increase PA 
participation (Quirk et al., 2017). Individuals who are provided with an external focus 
directed to PA participation and social inclusion, rather than a narrow focus on mental illness, 
perceived more positive experiences of peer support. This is due to MHSU feeling a sense of 
normalcy within the face-to-face supportive peer environment, allowing individuals to focus 
on the activity they were participating in rather than on how they were feeling. 
The main findings reported in study 1 included MHSU perceiving individuals as role 
models. MHSU highly valued the peer volunteers which enabled them to feel comfortable in 
trusting their word within PA sessions. Further, this demonstrates that peer volunteers were 
viewed as ‘significant others’ also described as ‘experts’ by the participants. SDT defined 
significant others’ as individuals viewed in a position of authority who can positively impact 
motivation towards behavioural adoption, maintenance and adherence towards PA (Duda et 
al., 2014). Findings from this study support that peer volunteers were viewed in a position of 
authority by MHSU, providing an original contribution to the literature.  
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Within the peer supportive environment, MHSU reported increased levels of self-
esteem, as well as the development of their self-identity through having a strengthened 
purpose. In support of Huber et al., (2018) and research comparing face-to-face and online 
peer support groups within cancer patients, current findings showed that face-to-face peer 
support was more effective for increasing PA engagement compared to online peer support 
because of more effective knowledge exchange. MHSU gained social, psychological and 
physical benefits through the face-to-face peer support, whereby social interactions led to 
quality connections and a sense of belonging and unity to a group. Regular attendance of PA 
sessions and receiving face-to-face peer support led to participants developing familiarity 
with their peers and their surroundings. This was different to the online community platform 
where MHSU felt part of a larger peer community, despite an absence of familiarity resultant 
from its greater number of members.  
However, some negative experiences of face-to-face peer support were reported in 
study 1. These included participants not being aware of their personal limits when 
participating in PA sessions, and feelings of dissociation when participants were unable to 
attend sessions and did not receive follow up communication. Research identified that social 
networks, based on social support and social connectedness, are associated with higher levels 
of mental wellbeing, reduced depression and anxiety, and greater life satisfaction (Grieve et 
al., 2013). According to belongingness theory, individuals are driven to develop and maintain 
positive social relationships in order to experience a sense of belongingness and to enhance 
wellbeing (Baumeister & Leary, 1995). Individuals’ social connectedness is therefore related 
to positive psychological outcomes, for example social connectedness being a mechanism 
underpinning the relationship between dysfunctional interpersonal relationships and 
psychological distress (Lee, 2001). Participants displayed a need to feel noticed when they 
were not present at the sessions. However, when MHSU received no contact following a lack 
of attendance to PA sessions, this may have inhibited feelings of social connectedness to the 
programme community, further leading to negative consequences such as psychological 
distress. 
It is likely that peer support was not delivered in the same manner within study 1 
across each of the local charity sites, due to individual differences between peer volunteers 
and that each local charity, although affiliated to the National charity, are governed 
separately. Negative experiences of peer support were discussed by MHSU when peer 
volunteers demonstrated more controlled styles of peer support delivery. Moreover, peer 
volunteers adopted different styles of behavioural support despite the underlying definition of 
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such support being uniform across the charity sites and their respective GStG participants. 
Such controlled styles of peer support were experienced negatively by some MHSU and 
resulted in MHSU being less likely to engage in PA. Behavioural styles were not measured 
within the study, therefore future research could consider the characteristics and personality 
traits of the peer support providers to establish the impact this might have on MHSU’ PA 
engagement.  
Within study 1, MHSU also expressed their concerns over the longevity of GStG. 
MSHU felt apprehensive about participating in mainstream PA when the programme had 
finished because they felt safe in the context of GStG but not in mainstream facilities. 
Therefore, when designing future community PA programmes for MHSU, it is important to 
consider training sports providers to be better equipped to support MHSU to participate 
within mainstream physical activities, particularly through their transition from service user 
specific activities to mainstream PA (Castelein et al., 2015). Whilst supporting MHSU, it is 
essential to support sports providers within mainstream too. The planning process should 
consider how best to translate the strengths of the peer community programme’s 
environment, to mainstream PA environments (e.g., allowing MHSU to experience 
similarities of the programme within mainstream in preparation for when the community 
programme comes to an end). 
The online platform in study 2 was used for developing reciprocal supportive 
relationships. Such findings are in line with the definition of peer support by Solomon (2004, 
pg.393) which described peer support as ‘social emotional support, frequently coupled with 
instrumental support, that is mutually offered or provided by persons having a mental health 
condition to others sharing a similar mental health condition to bring about a desired social or 
personal change’. Participants felt they could use their lived experience to provide support to 
others whilst gaining the necessary support in return to help aid their personal mental health 
recovery and at times, facilitate their PA engagement. This was a unique difference between 
the two types of peer support within the programme.  More emphasis was placed upon the 
peer volunteers and their responsibility of facilitating the supportive environment for the 
MHSU in study 1. Despite volunteers having an unpaid role and having a shared lived 
experience of mental health problems, participants perceived them to have more authority 
than other programme users. In the absence of peer volunteers to formally facilitate 
discussions around PA, participants in study 2 viewed the peer supportive relationship as one 
that was of mutual responsibility and both the giving and receiving of peer support was of 
equal value to MHSU.  
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However, such reciprocal relationships were only beneficial to participants if they 
perceived their mental health to be relatively stable. Participants tended to access online peer 
support during periods of low mood, and therefore did not always feel like they had the 
capacity to reciprocate the support. Previous research has shown that the use of social 
network resources depends on the successful activation of social ties to others (Lin, 1999). 
Individuals activate their social network ties to help manage crisis and uncertainty (Perry & 
Pescosolido, 2015) which supports the current findings in that MHSU often reach out when 
they are experiencing poor mental health (Perry & Pescosolido, 2015) and log on when 
feeling low. However, some participants logged off from the community platform if they 
were experiencing low mood as the negative comments served to facilitate further negative 
emotions. The current findings add to previous research by providing context and 
emphasising differences and the complexity of individuals’ needs.  
Within study 2, MHSU were able to discuss the importance of engaging in PA whilst 
learning about peers’ exercise experiences which, at times, led to online users feeling 
motivated to get physically active. Research has suggested the need to investigate whether 
skills learned from peers online translated into tangible and meaningful improvements to 
mental and physical wellbeing (Naslund, et al., 2016). Study 2 adds to the literature and 
supports the increase of MHSU mental wellbeing; however, online peer support did not 
appear to increase PA behaviour. Participants focussed less on peer support for engagement 
in PA but primarily used online peer support for coping with their mental illness and 
interacted with peers to share feelings and emotions.  
MHSU used the platform to seek out advice from peers who may have, or be, 
experiencing similar situations relating to mental illness. This provides support to a 
comparison study within a sample of breast cancer patients which found that online peer 
support had higher emotional expression and advice scores, whereas face-to-face had higher 
emotional support and insight (Setoyama, Yamazaki, & Nakayama, 2011). Online peer 
support was utilised as a space to express negative feelings and discuss concerns relating to 
individuals’ mental illness (Thompson et al., 2016). The online support was beneficial to 
MHSU because of its accessibility which was deemed highly important by MHSU. There 
were no time restrictions, with access to immediate support from any location. This is in 
support of previous research which found that emotional support could be exchanged within 
online contexts at any given time with greater accessibility (Vitak & Ellison, 2013). In study 
2, MHSU felt emotionally supported by other online users which supported previous research 
which found that online contexts compliment emotional support that individuals receive in 
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offline contexts (Trepte et al., 2014). Online users engaged in multimodal communication to 
engage in supporting others’ needs in times of crisis and stress (Trepte et al., 2014). 
However, a different study reported that online users were often reluctant to post requests for 
emotional support online due to the fear of being perceived as ‘needy’ (Vitak & Ellison, 
2013). The current study opposed these findings, as MHSU chose to access online peer 
support to receive emotional support for their mental illness. 
Overall, study 2 findings were consistent with previous research which found that 
valued social interactions emerged as a perceived advantage of the peer support. 
Opportunities to disclose or express feelings were also seen as a valued benefit (Griffiths et 
al., 2015). However, MHSU in study 2 also had negative experiences of peer support (e.g., 
reading content that triggered a negative emotional response). Participants reported that a 
lack of immediate responses, unanswered online posts or sharing of incorrect or misleading 
information about mental health and PA led to negative emotions. Research has identified the 
presence of adverse events with online peer support including emotional and behavioural 
contagion (Mueller & Abrutyn, 2015) and negative interactions with others (Naslund et al., 
2016). However, the potential for adverse events within a moderated online peer support 
community is a recent area of research exploration and needs further investigation (Easton et 
al., 2017). Negative experiences of peer support from study 2 emphasises the importance for 
future research to consider online communities being monitored and moderated as a matter of 
course to ensure the protection of MSHU when engaging in online peer support platforms. 
Study limitations and future research 
This study was not without its limitations. All participants volunteered to be 
interviewed in a focus group or as part of a one to one phone interview which could have 
introduced an element of self-selection bias. Although this is common in qualitative research 
(Charlesworth et al., 2017), it does limit the generalisability to participants of the programme 
who were more engaged in the research (Costigan & Cox, 2001). The researchers aimed to 
engage participants who had dropped out of the programme with no success. However, two 
(out of 37) participants whose experiences were included in study 1 had lapsed from the 
programme for periods of time due to physical and mental health problems. Future research 
should consider how to capture the experiences of participants who are less engaged to help 
mitigate poor experiences and facilitate positive experiences of peer support within 
community PA programmes.  
Qualitative data collection methods such as focus groups and phone interviews 
require intimate self-disclosure and can therefore lead to a sample containing individuals that 
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are more open than others. In particular, research has shown that females are more likely to 
put themselves forward to participate, with a higher tendency towards self-disclosure 
compared to males (Robinson, 2014). Study 2 had a heavier ratio of females to males, with 3 
males and 18 females being interviewed, supporting the idea of greater self-disclosure by 
females through the online messenger interviews (Robinson, 2014). Effective ways to 
encourage males to access online support and recruit them to share their experiences as well 
as females, should be considered for future research. 
Conclusion 
Peer support has been shown to have benefits for MHSU through facilitating social 
interaction and group belonging (Quirk et al., 2017). However, little research has considered 
the role of peer support in facilitating MHSU engagement within community PA 
programmes. This research gave insight into how peer support is experienced by MHSU 
within a community PA programme, both face-to-face and through an existing online 
community. interventions and programmes that include peer support within community-based 
PA programmes can help facilitators towards PA engagement of MHSU. Programme 
planners should not only focus on promoting the positive experiences of peer support offered 
both in person and via an online peer support community, but also work to minimise the 
negative experiences to improve PA participation of MHSU. These fresh insights are worth 
considering in designing more acceptable and effective community-based PA programmes 
that meet participants’ needs and expectations.  
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POTENTIALS AND PITFALLS: A SELF-DETERMINATION 
THEORY PERSPECTIVE OF PEER VOLUNTEER EXPERIENCES 
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PROGRAMME FOR MENTAL HEALTH SERVICE USERS 
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CHAPTER 5 
 
Both positive and negative experiences of receiving peer support were reported in the results 
of chapter 4. The two-study inquiry considered experiences of face-to-face peer support, as 
well as participant experiences from online users. Interestingly, there were many distinctions 
reported between face-to-face versus online peer support from the perspectives of the MHSU. 
Within the community PA programme individuals providing peer support to MHSU also have 
experiences that, when understood, can be beneficial to establishing the peer supportive 
environment. This represents a significant addition to the current understanding of peer support 
experiences by exploring the experiences of peer volunteers. 
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Abstract 
Self-determination theorists propose that satisfaction of the three basic psychological needs 
(BPNS) underpin motives for peer volunteering. Specifically, relatedness need satisfaction 
occurs via reciprocal social relationships and feelings of connectedness towards others, and 
thus motivating prosocial behaviour. A paucity of research has explored individuals’ 
motivation towards peer volunteering with MHSU from the perspective of the peer 
volunteers. This study explored peer volunteers’ experiences within a community-based 
physical activity programme for MHSU. Thirty-one peer volunteers (15 male, 16 female, M 
age=48 years, SD=9.5 years) were recruited from local programme delivery sites across four 
regions in England (Midlands n=10, London n=5, North East n=8 and North West n=8). A 
hybrid approach of inductive and deductive thematic analysis, underpinned by self-
determination theory, was adopted and themes generated from data. Two themes included the 
lived experience of mental health problems and opportunities for personal development. 
Subthemes were organised based on the potentials and pitfalls of peer volunteering. 
Relatedness need satisfaction promoted feelings of connectedness to MHSU through peer 
support mutuality, which influenced autonomous motivation towards sustained volunteering. 
Challenges faced within the volunteering role facilitated controlled types of motivation. 
Those designing PA peer-based programmes for MHSU should aim to facilitate volunteer 
BPNS through positive experiences of reciprocity whilst minimising challenges of the role. 
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Introduction 
MHSU continue to engage in low levels of PA and high levels of sedentary behaviour 
compared to the general population (Vancampfort, Stubbs, Hallgren, & Koyanagi, 2017). 
Health professionals alone are unable to address evolving physical and mental health needs 
(Shim & Compton, 2018). It is therefore important to focus on the social determinants of 
mental health and their role in promoting PA engagement among MHSU. For example, the 
social environments and other individuals aside from health professionals, who are able to 
help support the needs of MHSU (Allen, Balfour, Bell, & Marmot, 2014).  
The social environment 
The social environment, and in particular close relationships, play a key role in both 
physical and mental health (Anderson, Laxhman, & Priebe, 2015; Quirk et al., 2017). Being 
socially connected is important for psychological and emotional wellbeing as well as having 
a positive impact on physical functioning, wellbeing and longevity (Shor, Roelfs, & Yogev, 
2013). Social connections can be developed through individuals’ participation and interaction 
with social activities such as PA (Holt-Lunstad, Smith, Baker, Harris, & Stephenson, 2015). 
The importance of social relationships in treatment of disease and illness, and maintenance of 
health and wellbeing, has drawn attention across a large number of behavioural science and 
health disciplines (Omoto & Packard, 2016). Health promotion now not only encompasses 
nutrition, weight control, exercise and stress management but also includes facilitation of 
supportive relationships within an interpersonal network to prevent illness rather than solely 
concentrating on treating it (Martin Webber & Fendt-Newlin, 2017b). 
Interventions that are designed to alter the social environment and individuals’ 
interactions within it have been successful in facilitating psychological adjustment, aiding 
recovery from traumatic experiences and enhancing quality of life for MHSU (Anderson et 
al., 2015). Despite the evidence linking social networks to improved mental and physical 
health, there remains a gap in mental health service provision between providing treatment 
and effectively addressing psychosocial wellbeing (Webber & Fendt-Newlin, 2017). One 
potential way of addressing this gap is through utilising social programmes to link people 
beyond mental health services to community-based sources of support. Social programmes 
aim to balance service users’ needs, assets and the ability of mental health services to deliver 
appropriate, holistic support by engaging with the voluntary and community sector (Webber 
& Fendt-Newlin, 2017). Accessing a broad range of community-based services is 
increasingly identified as having the potential to address the limited ‘one size fits all’ 
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approach to managing long-term conditions (Mossabir, Morris, Kennedy, Blickem, & 
Rogers, 2015).  
Defining peer support 
Social support, and specifically peer support, has been identified as a key determinant 
of PA participation for the mental health population (K. Hamilton, Warner, & Schwarzer, 
2017). Peer support among individuals who have the same or similar diagnosis, such as a 
mental illness, is rooted in a commonality of experience (Keyes et al., 2016). In these 
instances, ‘peers’ are defined as individuals who identify with one another on the basis of 
their experiences surrounding a specific diagnosis, which may or may not be the only aspect 
of their lives in which there is commonality (Keyes et al., 2016, pg. 562). An element of 
learning from peers is present, as peer supporters share information, coping strategies, and 
advice based on solutions that have been effective for them or others in similar circumstances 
(Keyes et al., 2016). 
Peer support shifts the focus away from the typical medical model of understanding 
‘what is wrong’ with an individual, towards a social model of understanding the physical, 
environmental, cultural, psycho-emotional and attitudinal barriers to inclusion faced by 
individuals with illness and impairments (Keyes et al., 2016). Ways in which individuals with 
a commonality of experience can support one another to overcome these barriers is an 
important direction for future research (Keyes et al., 2016). One way that individuals with 
lived experience of mental health problems can help peers overcome barriers, (e.g., social 
isolation) and link them with local community programmes is through volunteering (Klug, 
Toner, Fabisch, & Priebe, 2018).  Volunteering is described as ‘planned helping that is 
thoughtfully decided on and not just spontaneously chosen’ (Güntert, Strubel, Kals, & 
Wehner, 2016, pg. 311). Volunteers are unpaid and invest their free time in individuals to 
support and help engage them in a range of activities (Klug et al., 2018). Engaging in 
prosocial roles, such as volunteering, can be directly conducive to various health outcomes 
(Yeung, Zhang, & Kim, 2017). For example, volunteering has been associated with improved 
mental and physical health (Burr, Han, & Tavares, 2016; McDougle, Handy, Konrath, & 
Walk, 2014), improved quality of life (Cattan, Kime, & Bagnall, 2011), increased self-esteem 
(Morrow-Howell, 2010), reduced mortality and functional inability (Konrath, Fuhrel-Forbis, 
Lou, & Brown, 2012) and increased social interaction (Prouteau & Wolff, 2008). 
Accumulating role-related social privileges, developing resources, supportive networks and 
coping skills, establishing a new life meaning and receiving gratitude through prosocial 
behaviour positively contributes to better health outcomes indicating not only benefits to 
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those individuals peer volunteers are supporting, but for the volunteers themselves (Stukas, 
Hoye, Nicholson, Brown, & Aisbett, 2016). Research to date has tended to focus on the 
positive aspects of volunteering without documenting challenges (Charlesworth et al., 2017). 
The few studies available have reported negative consequences of volunteering such as stress 
and burnout (Talbot, 2015), lack of personal meaning in the role (Narushima, 2005), poor 
relationships formed (Hallett, Klug, Lauber, & Priebe, 2012), and poor training and support 
(Thormar et al., 2013). Such challenges were particularly prominent in interpersonal roles 
that involved working with vulnerable populations (Charlesworth et al., 2017; Hallett et al., 
2012).  
PA interventions incorporating peer support 
A recent systematic review considered the effectiveness of using peers to help 
promote and deliver PA programmes for older adults (Burton et al., 2018). The benefits of 
incorporating peer support included peers providing motivation, empathy and understanding 
to participants rather than solely delivering the programme (Burton et al., 2018); peers acting 
as positive role models through relational similar experiences (Sadler, Sarre, Tinker, Bhalla, 
& McKevitt, 2017); and peers enhancing natural social networks using experiential 
knowledge (Dennis, 2003).  
Peer support has become increasingly popular in the delivery of quality healthcare. 
Research suggests that peer-led or peer support programmes may be as effective in 
maintaining participation of individuals in PA programmes as those using health 
professionals (Burton et al., 2018). Benefits of peer programmes for MHSU outside of a PA 
context have been well documented. It has been reported that MHSU show interest in 
helping, and gain a sense of value, self-efficacy and purpose from helping others (Grant, 
Reisweber, Luther, Brinen, & Beck, 2014). There is paucity of research that includes peer 
support within PA programmes for mental health, as the existing research has predominantly 
focused on the impact of peer support for the recipients. Much less is known about the 
experiences of volunteers providing peer support and their motivation towards peer 
volunteering behaviour (Hallett, Klug, Lauber, & Priebe, 2012; Smith, Drennan, Mackenzie, 
& Greenwood, 2018).  Research is therefore needed to identify the underlying motivational 
processes that underpin helping behaviours such as peer volunteering (Moran, Russinova, 
Gidugu, Yim, & Sprague, 2012) to better understand how volunteers experience the provision 
of peer support within PA programmes, and how this behaviour can be sustained. 
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Motivation and peer volunteering 
Retention of peer volunteers is seen as a challenge in programmes aimed to support 
MHSU  due to implementation difficulties, “fragility” of peer volunteers, and relapse 
resultant of volunteers’ own mental health problems (Davidson et al., 2012). Research 
looking to understand individuals’ motivation towards sustained volunteering can help 
ameliorate attrition rates of volunteers. Sustained volunteering can lead to better outcomes for 
the volunteers and more effective delivery of programmes. To understand the psychosocial 
processes that underpin volunteering behaviour,  it is important to consider individuals in the 
context of the combined influence of psychological factors and the surrounding social 
environment (Omoto & Packard, 2016; Solomon, 2004).  
Self-determination theory (SDT; Deci & Ryan, 2000), a macro theory of motivation, 
can be used to explain human motivation. Two sub-theories of SDT include Basic 
psychological needs theory (BPNT) and relationships motivation theory (RMT). BPNT 
explains that the origins of self-determined forms of motivation are based on three innate 
psychological needs (Deci & Ryan, 2000);  autonomy (feelings of volition and free will), 
competence (feeling effective in carrying out behaviours and handling situational demands) 
and relatedness (a need to feel related and connected to others) (Ryan, Patrick, Deci, & 
Williams, 2008). These three needs are complimentary to optimal psychological functioning 
and their need satisfaction is fuelled by an individual’s social context ( Ng et al., 2012). 
Opposingly, need thwarting, a negative experiential state described as ‘feelings which arise 
when individuals perceive their psychological needs to be actively undermined by others’ is 
likely to lead to maladaptive outcomes (Bartholomew et al., 2011). 
RMT specifically focuses on relatedness need satisfaction (Ryan et al., 2008). This 
sub-theory of SDT posits that human social interactions are not only desirable for most 
individuals, but in fact essential for one’s psychological adjustment and wellbeing (Ryan et 
al., 2008). MHSU can benefit from opportunities for social interaction to combat feelings of 
isolation (Hayes, Hawthorne, Farhall, O’Hanlon, & Harvey, 2015). Using these two sub-
theories to explain our findings, the current study will extend the literature by exploring 
motivation which underpins peer volunteering with MHSU in a PA context.  
SDT theorists argue that if motivation was simply studied as a unitary quantitative 
construct, an essential dimension of the quality of human motivation would be missed, (i.e., 
the degree to which individuals experience either self-determination or control when 
regulating a behaviour such as peer volunteering; Ryan et al., 2008). SDT therefore suggests 
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that human motivation and behavioural regulations lie along a continuum of ranging from 
controlled to more self-determined forms of motivation (Güntert et al., 2016). 
Self-determination theorists assume quality of motivation affects a variety of 
behavioural and psychological outcomes, with self-determined motivation associated with 
increased overall functioning, personal growth, and both physical and psychological health 
(Ryan et al., 2008). SDT has been used to address the link between motivation and the 
wellbeing of volunteers in a number of prosocial studies (Bidee et al., 2013; Güntert et al., 
2016; Millette & Gagné, 2008). In a volunteering context, autonomous motivation has been 
linked to positive outcomes such as individuals’ intentions to continue volunteering (Stukas 
et al., 2016) as well as volunteers’ work effort (Bidee et al., 2013). Quality of motivation may 
explain why motives are differentially associated with need satisfaction and therefore 
motivation to volunteer (Guntert et al., 2016). However, the mechanisms underlying these 
associations, and how they are experienced by the individual remain unclear and little is 
known about the degree to which motivation to volunteer is self-determined, or how peer 
volunteering affects volunteers’ subjective wellbeing within the context of PA programmes. 
SDT acknowledges a qualitative perspective is essential for the complexity of human 
motivation (Deci & Ryan, 2000). Qualitative research can provide insight into how 
psychological need satisfaction, quality of social relationships and motivation to volunteer are 
experienced by people with mental health problems. 
Current study 
Research has shown an interest in peer support volunteers in recovery-oriented 
services (Jacobson, Trojanowski, & Dewa, 2012). However, little is known about helping 
behaviours, such as peer volunteering, within community PA programmes aimed to facilitate 
mental health recovery (Firmin et al., 2015). Previous research has documented the benefits 
of peers providing support through volunteering from the perspective of the peer support 
recipients (Dennis, 2003; Oostlander et al., 2014; Read & Rickwood, 2009a) . However, to 
better understand individuals’ motivation towards volunteering within mental health settings, 
research is required to investigate individual experiences from the perspectives of the peer 
support providers. Therefore, this study aims to qualitatively explore volunteers’ experiences 
of their role as a peer support provider and motivation to volunteer within a community-based 
PA programme for MHSU. 
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Method 
Study design 
The present study used a qualitative approach driven by a social constructivist 
paradigm. Within this paradigm, the study was rooted in a relativist ontology to understand 
the subjective experience of reality and multiple truths (Levers, 2013) where the truth is 
relative to a frame of reference (e.g. socially or culturally) and there is a the belief that reality 
is a finite subjective experience (Denzin & Lincoln, 2005). This allowed for insight into how 
peer volunteers experience peer support from their own perspective, constructing their own 
reality through personal experiences to make meaningful sense of the world (Creswell, 2013). 
A transactional epistemological view supports this study. By asking peer volunteers to 
describe their experiences, multiple versions of reality peer support provision could be better 
understood, and motivation underpinning helping behaviours within a PA programme could 
be explored. The researcher generated a reality which was co-constructed between 
participants and the researcher, where values and beliefs of peer volunteers influenced the 
researcher’s chosen actions (Crotty, 1998). Such an epistemological viewpoint acknowledges 
that the researcher’s disposition is tied to the interpretation (Levers, 2013). However, the 
process of co-construction means data can be analysed in a way to deepen the understand and 
explore peer volunteers’ experiences. Again, despite adopting a social constructivist 
viewpoint for this empirical chapter, the overall philosophical stance remains pragmatic in 
that alternative methods are recognised as being necessary within different aspects of the 
thesis overall. 
Participants 
A purposeful criterion-based recruitment process was conducted. Participants 
included 31 (15 male, 16 female) peer support volunteers within the GStG programme aged 
between 26 and 65 years (M age=48 years, SD=9.5 years). Participants were recruited from 
local programme delivery sites across four regions in England (Midlands n=10, London n=5, 
North East n=8 and North West n=8) and had a range of mental health diagnoses including 
depression (n=6), anxiety (n=6), stress, (n=5), personality disorder (n=2), bipolar disorder 
(n=1), and obsessive-compulsive disorder (OCD; n=2). The length of time as a peer support 
volunteer ranged from six to 20 months. 
The peer volunteering role required tailored training and supervision to ensure peer 
volunteers felt confident they can work safely to support participants who may have a range 
of mental health problems. Prior to the start of the programme, a brief was provided to the 
eight local Minds outlining the core areas of training for the peer volunteers involved in the 
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GStG programme and sets out optional areas which can be incorporated depending on the 
experience that already exists within the volunteer group. These suggested core areas to be 
included within volunteer training are outlined in Table 5.1. 
Table 5.1. Volunteer induction training core areas and descriptions of the core area   
components 
Core training areas Components of core training area 
Introduction to the 
GStG programme 
• A brief overview of the programme and how the peer volunteer 
role fits within it 
• Programme aims, objectives and timescales 
• Introductions and icebreaker 
• Why people wanted to volunteer on GStG? 
• The National context and why mental health is important to the 
funder (Sport England) 
• Successes from phase one and the impact GStG has had on past 
volunteers 
• Support from Mind e.g. Elefriends, sharing good practice, the 
wider evaluation 
• The importance of the peer volunteer role and the benefits 
previous volunteers have taken from the role 
How sport and PA 
helps people with 
mental health 
problems 
• Benefits that sport and PA can have on MH, common barriers to 
participations, and the ways in which volunteers can work with 
participants to sustain long-term participation 
• Group exercise to explore the commonly held perceptions of sport 
• Different benefits that sport and physical exercise can bring 
• Barriers to sports participation including supporting and 
signposting participants into community activities 
• Overview of local sport partners involved in GStG and what they 
can offer  
Key qualities of a 
peer volunteer 
• Peer volunteers to develop a shared understanding of the role and 
subscribe to the key qualities they identify as being vital to the 
role 
• Group exercise to explore key qualities and review them in light of 
their volunteer role description 
Effective 
communication 
• An exploration of values and attitudes around areas such as being 
non-judgemental, prejudice, tendencies to stereotype 
• Effective communication necessary to build a rapport with 
participants and understand their goals and hurdles as they move 
through the programme 
• Listening – barriers to listening, concept of active listening, what 
makes a good listener? 
• Different question types and how to use them 
• Non-verbal communication/body language – links to active 
listening 
• Importance of positive feedback 
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Goal setting • Participants will be asked to set personal goals and peer volunteers 
will need to understand how they can support participants to set 
and achieve their goals 
• What are goals and why have them - how goals contribute to 
greater motivation 
• SMART goals 
• Reviewing goals 
Safeguarding and 
keeping people safe 
• Ensure peer volunteers have a good working understanding of 
safeguarding policies and how they can apple them to their role to 
benefit both volunteers and participants 
• Defining abuse – categories and indicators 
• How to record and report instances of abuse 
• Keeping yourself safe – lone working, awareness of risks, setting 
boundaries 
• Key contacts 
• Overview of relevant sections of organisation policies and 
procedures 
How volunteers can 
support research 
• Address the evaluation and monitoring requirements of the 
programme and the role that volunteers will play in supporting 
data collection (e/g., information staff of what works, best practice 
• Importance of recording outcomes 
• Overview of how volunteers can support participants with the 
resources (e.g., PARQ) 
Confidentiality and 
data protection 
• Paperwork that will need to be completed as part of their role 
• Ensure volunteers understand data protection policy and how it 
should be applied in their role for the benefit of their local Mind, 
participants and themselves 
• Overview of the relevant sections of their local Mind’s 
organisational policies and the Data Protection Act 
• Consequences of breaking confidentiality or the breaching of data 
• Circumstances when they might break confidentiality without 
consent and the reasons why 
Supporting volunteer 
wellbeing 
• Support their local Mind can offer volunteers and an opportunity 
to explore how volunteers can support each other 
• Ways the volunteers will formally be supported i.e., supervision 
sessions, catch ups, tips on helping volunteers make the most of 
their supervision 
• An exercise to look at how the volunteers want to support each 
other as a group 
 
Through Mind centrally, the development and delivery of volunteer training was left 
up to each individual local Mind. Therefore, training was bespoke and intended to be flexible 
acknowledging that different local Minds required different support needs. Each of the local 
Minds decided on how each of these areas would be delivered to fit in with their own existing 
volunteer induction training. For example, some local Minds included the volunteer training 
as part of their standard volunteer induction and therefore a set training session or process to 
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follow was not prescribed. Thus, peer volunteers constructed their own understanding of the 
role and how they might achieve the core areas as included within the training suggestions. 
The volunteering role was based on individuals perceived understanding of the role 
requirements which as a result, may have shaped both volunteers’ and participants’ 
experiences of peer support within GStG. Therefore, each local Mind delivered both the 
programme and training differently. 
Procedure 
Ethical approval was obtained from a Research Degrees Board of a University in the 
East Midlands of England. All peer volunteers from the GStG programme were invited, via 
email, to participate in one of four focus groups at their nearest programme delivery site. 
Alternatively, participants could opt to have a one-to-one telephone interview with the 
research team. Four participants chose this option. 
A semi-structured interview schedule was developed in consultation with a Lived 
Experience Panel representing a variety of mental health backgrounds. Such a collaborative 
approach is consistent with the ethical standards for research involving individuals with 
mental health problems (Davidson, Ridgway, Kidd, Topor, & Borg, 2008). The interview 
questions explored participants’ motivation to volunteer, their personal relationship with 
sport and exercise, perceptions of their role as a volunteer, experiences with examples of their 
roles and how they themselves had been supported throughout their role. The questions were 
designed to be open-ended and non-leading, such as ‘How have your own experiences of 
mental health shaped your role?’ 
Each focus group was conducted by the same two interviewers and lasted between 60 
and 90 minutes. The telephone interviews lasted between 30 and 40 minutes depending on 
the individual’s level of engagement and expression. With permission, all focus groups and 
interviews were audio recorded. Field notes were collected to record both descriptive 
(observations, behaviours and facial expressions) and reflective (researcher’s thoughts, 
concerns, ideas) notes providing further meaning and understanding to the context being 
explored (Emerson, Fretz & Shaw, 2001). 
Analysis 
Interviews were transcribed verbatim and analysed using thematic analysis following 
guidance from Braun and Clarke (2006). The flexibility and variability of thematic analysis is 
useful within applied research where a complex phenomenon (e.g., PA, peer support and 
mental health) is less understood (Braun & Clarke, 2014). The themes developed required a 
level of interpretation from the researcher to reflect meanings attributed to the experience of 
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the participants (Marks & Yardley, 2004). Although presented as a linear, step-by-step 
procedure (Braun & Clarke, 2006), the research analysis was an iterative and reflexive 
process (Fereday & Muir-Cochrane, 2006). 
A hybrid approach of inductive and deductive thematic analysis was adopted, 
whereby an inductive approach was used to identify themes before returning to the literature 
and using theory to deductively help explain the themes further (Gale, Heath, Cameron, 
Rashid, & Redwood, 2013). As a result, peer volunteers’ experiences were analysed and 
categorised into hierarchical themes reflecting individual experiences particularly pertaining 
to motivation of being a peer volunteer in a community-based PA setting. 
Trustworthiness: judging qualitative research 
Traditionally, the quality of qualitative research has been judged on the adherence to 
criteriological measures of trustworthiness and validity (Lincoln & Guba, 1985). However, 
this position has been challenged due to the argument that qualitative research should not be 
judged using a standardised, universal criteria as interpretative research stands alone from 
positivist views based on the nature of ontological and epistemological assumptions (Smith, 
Sparkes & Caddick, 2014). In reflecting the interpretivist philosophy underpinning this study, 
knowledge and experiences assisted in the development of the phenomenon under 
investigation. Theory-free knowledge is not possible when capturing in-depth qualitative data 
and therefore research must challenge how rigour is developed and qualitative work is judged 
(Smith & McGannon, 2018). 
As with the previous chapter, this study demonstrated research-specific criteria such 
as characterising traits of rich rigour, sincerity, credibility and transparency (Smith et al., 
2014). In practical terms, this meant peer debriefing was adopted to challenge biases and 
meanings derived from interpretation of the data. This was achieved through conversations 
with a fellow researcher to collaborate, critique and reflect upon themes, and thus reflecting 
credibility. Transparency was provided through reporting a detailed description of findings. 
Throughout the results, direct quotes were provided to allow the reader to judge quality of 
data by opening up the text for interpretation whilst attempting to achieve aesthetic merit and 
coherence. Self-reflexivity was carried out by the researcher which involved critically 
reflecting on one’s own ideas, views and biases to enhance transparency and sincerity 
throughout the research process.  
Results and Discussion 
Two overarching themes were developed from the data; lived experience of mental 
health problems and opportunities for personal development. Sub-themes were organised to 
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explain the potentials and pitfalls of peer support volunteering in relation to their motivation, 
shown in table 5.2.   
Table 5.2. Themes and sub-themes showing peer volunteers’ experiences, both 
potentials and pitfalls, of providing peer support within a community, PA programme 
 
 
Lived experience of mental health problems 
The potentials of peer volunteering 
Reciprocity: a two-way relationship. Building strong relationships was regarded as 
a paramount part of the role as a peer volunteer. Volunteers discussed the mutual benefits of 
volunteering through a ‘two-way’ flow of support between them and the peer support 
recipients, “You’re able to contribute and receive at the same time, it’s not just about being a 
volunteer you actually get so much more back than what you ever expected. It’s amazing” 
(North West, phone interview). Volunteers expressed that being able to help and provide 
support to other like-minded individuals, based on experiential similarity, had a positive 
impact on their own psychological wellbeing, intrinsic motivation towards the role and 
feelings of relatedness, “It’s a joy to just be with people who I feel comfortable with and 
hopefully those people feel comfortable with me” (North West, phone interview). Volunteers 
were able to offer support through their own lived experience of mental health problems and 
mutual understanding by offering personal experiences of PA, tips and recommendations, 
That’s the main part of it all that we do is just to say look, there is someone if you 
want to talk or you just want to get out the house or whatever, so that was the main 
thing that I wanted to get out of it, for me personally, was to give something back 
(North West, focus group). 
Wanting to return a service is in line with the ‘norm of reciprocity’ which suggests that 
prosocial behaviour, such as volunteering, is driven by the expectation that doing good will 
Key themes Potentials of volunteering peer 
support 
Pitfalls of volunteering peer 
support 
Lived experience of 
mental health problems 
 
Opportunities for 
personal development 
Reciprocity: a two-way 
relationship 
Connectedness 
Commitment to volunteering 
Purposeful behaviour 
Trusting one’s judgement 
Pressure to deliver peer support 
Negative impact on volunteers’ 
mental health 
Establishing boundaries 
Support network for peer 
volunteers 
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eventually pay off, or because an individual wants to return a service received in the past to a 
larger community (Musick & Wilson, 2003). Volunteers demonstrated that through 
enjoyment and social interaction with similar others, which according to Relationships 
Motivation Theory (Deci & Ryan, 2014) is essential for psychological functioning and 
wellbeing, they experienced identified regulation where they valued the outcome 
(reciprocity) of the role, and intrinsic motivation (enjoyment through the peer interactions). 
Volunteers valued their role in being the individuals responsible for supporting the MHSU. 
Early research uniting the concepts of volunteering and reciprocity has shown that 
voluntary engagement was dependent on individuals’ reciprocal attitudes (Manatschal & 
Freitag, 2014). A qualitative study based on ‘park run’ supported the idea that a key part of 
the solution to mental health recovery was through supporting others to facilitate their own 
mental health recovery (Stevinson, Wiltshire, & Hickson, 2015). The ‘power of giving’ 
within this population suggested that opportunities to reciprocate gains personally through 
encouragement, providing peer support and advice had positive benefits to the support 
provider’s mental health recovery (Stevinson et al., 2015). The peer volunteers were more 
likely to be motivated to return a good service to society and engage in volunteering if they 
themselves had received some help in the past (Manatschal & Freitag, 2014). These findings 
add to the literature by showing that the power of giving impacted volunteers’ quality of 
motivation resulting in identified regulation, and at times intrinsic motivation. This further 
leads to a greater likelihood of continued volunteering behaviour and seek the psychological 
benefits.  
Research into reciprocity and volunteering has predominantly been conducted from 
the perspective of the participants who were representing a non-marginalised population. 
Manatschal and Freitag (2014) argued that future research should consider the relationship in 
marginalised population groups, as it is expected that norms of reciprocity motivate specific 
groups to engage in volunteering more so than others. The present study adds to existing 
literature which has shown identified regulation is linked to sustained behaviour and further, 
enhanced wellbeing (Ng et al., 2013). Therefore, efforts should be made to establish 
reciprocity within community PA programme by facilitating more autonomous motivation, 
specifically identified regulation, and relatedness need satisfaction of peer volunteers. 
In line with previous research (Charlesworth et al., 2017), volunteers reported greater levels 
of self-confidence and self-awareness in their ability to conduct the PA sessions as they 
gained more experience in their roles. The development of greater self-confidence and 
feelings of competence as a volunteer resulted in volunteers’ flourishing,  
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I’ve learnt that I can do a lot more than what I thought I could. I’m capable of doing a 
lot more than what I honestly thought I could ever do. I’m learning a lot about myself 
as well through this (North West, phone interview). 
It is important to explore the relationship between feelings of relatedness and competence 
within volunteering roles (Aked, 2015). In the current study, reciprocity between peer 
volunteer and MHSU relationships, characterised by ‘doing together’ (Aked, 2015), created a 
safe interpersonal space for individuals to practice performing positive behaviours such as 
volunteering peer support. The incentive to master a sense of competence in all capabilities is 
contingent on human considerations, for example how individuals feel about themselves and 
those around them (Aked, 2015). Within GStG, trusting relationships between volunteers and 
MHSU led to changes in how volunteers viewed themselves and how they were perceived by 
others. Through proactive engagement with each other and their surroundings, they furthered 
their understanding of their personal capabilities, and were able to develop throughout the 
GStG programme into individuals who were self-assured. These findings are in line with the 
dynamic process explained through SDT whereby competence can lead to more autonomous 
motivation (i.e., identified regulation) which in turn leads to greater wellbeing of volunteers. 
Connectedness. Participants described feeling a sense of affinity towards the groups 
they supported. The group dynamics meant that volunteers and MHSU were able to speak 
freely which was perceived to be a core strength of the sessions and facilitated feelings of 
self-worth and a sense of relatedness. Positive feedback from the MHSU further contributed 
to competence need satisfaction through knowing they were being effective in their roles as 
their own individuals, “But I can just be me down there and I can just carry on being you 
know what I am and erm, there’s been some nice feedback and people are very keen” (North 
West, phone interview).  
Lived experience of mental health problems was found to be crucial for developing 
rapport, reciprocal relationships and connectedness between the peer volunteers and the 
programme participants. Autonomous motivation to volunteer appeared to stem from 
individuals feeling connected to a wider mental health community who shared concerns and 
similar experiences (Omoto & Packard, 2016). Participants described a sense of unity which 
inhibited feelings of isolation, allowing volunteers to work together to build a stronger 
community for participants and volunteers combined.  A socio-cultural environment that was 
conducive to satisfying basic psychological needs of competence and relatedness was 
demonstrated by volunteers feeling effective in their role. 
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Effective communication is a crucial element for developing connectedness towards 
successful engagement in PA contexts (Thøgersen-Ntoumani et al., 2017). Face-to-face 
communication is used to encourage individuals and community groups, for example MHSU, 
to engage in PA (Kahn et al., 2002). Need-supportive communications are empathic, flexible 
and patient, creating conditions for individuals to motivate themselves in ways that are rich in 
volition (Thøgersen-Ntoumani et al., 2017). Peer volunteers in the current study created an 
environment which incorporated flexibility and patience within PA sessions, facilitating 
social interaction and communication with MHSU.  
Additionally, identified regulation was demonstrated through the importance and 
value placed on feelings of unity experienced by the volunteers within the PA group sessions. 
Volunteers’ experiences of mental health problems became normalised through the 
reassurance and comparison to similar others, leading to feelings of relatedness. Whilst 
highlighting the benefits of connectedness within the PA programme, it is necessary to 
identify the valuing and unique contribution peer volunteers make using the skills they have 
acquired through life experiences (Davidson et al., 2012). Peer volunteers working within 
programmes for MHSU are also undergoing a personal journey of mental health recovery. 
Creating connections within the unity of the programme community is essential for 
enhancing feelings of relatedness for volunteers. However, increasing volunteer awareness of 
the positive impact they are having on others’ mental health and PA engagement can generate 
hope and satisfaction, further satisfying their need for competence. Previous research 
emphasised the lack of credibility of peer worker roles (Vandewalle et al., 2016). This 
highlights the need to enhance the recognition of peers in utilising their experiences of 
recovery of mental illness to help others (Vandewalle et al., 2016). Future research should 
explore ways to increase awareness and promote the benefits of peer volunteering for the 
volunteers themselves to facilitate feelings of relatedness and competence. For example, this 
could include qualitative methods such as storytelling of sharing lived experiences, as well as 
promoting self-reflection to give volunteers the opportunity to look back on their 
volunteering journey.  
Commitment to volunteering. Volunteers described having key responsibilities as a 
peer volunteer, and were keen to be perceived by MHSU as reliable, 
Yeah to make a difference and have commitment, you need to make sure you are 
committed because if something starts up and then you think, oh, I’m not going to do 
it this week or I’ve got something else on, then all those people who were looking 
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forward to maybe that one time, coming out, so you need to make sure that you are 
committed (North East, focus group). 
The peer volunteers perceived themselves as role models to the programme participants and 
felt they could achieve this through sharing stories and experiences that all participants were 
able to relate to, “They want to turn into you basically, hopefully. You know, they want to 
see something in you that they would like to be” (North West, phone interview). Being 
perceived as a role model and being able to fulfil this perception could have contributed to 
feelings of competence, further strengthening their commitment to volunteering. Volunteers 
were more likely to reach optimal wellbeing, which could be portrayed to the MSHU and led 
to longevity of commitment.  
The pitfalls of peer volunteering 
Pressure to deliver peer support. Despite the perceived positive benefits that the 
shared lived experience of mental health problems could bring to the volunteers as part of 
their roles, they also experienced challenges. Volunteers sometimes felt an internalised 
pressure, and occasionally an overt pressure from others to deliver quality peer support within 
the PA sessions. Internalised pressure often led to volunteers turning up to sessions despite 
not always feeling up to it indicating introjected regulation. This was evidenced in the 
language they used, 
You’ve still got to be there, you’ve still got to have your register, still got to have your 
paperwork, you’ve got to have your money ready. So it’s not as easy as just turning 
up at the gym and then going home (North East, focus group). 
Volunteers could also worry about their abilities to carry out the role effectively, 
I don’t want to make mistakes, I don’t want to do something wrong and upset 
somebody because like the worst thing I’d want to do is like, is make a participant not 
want to come back because that would proper affect me then because I’d have failed 
them and then I’ve failed myself (North East, focus group). 
The self-doubt of individual competence also resulted in introjected regulation where 
volunteers were concerned about, what they perceived to be, failing the programme 
participants. Introjected regulation is present when behaviours are performed to satisfy an 
external demand (e.g., to not upset someone), to receive a reward that is contingent on the 
behaviour, to maintain self-esteem, or to avoid feelings of guilt. Current findings demonstrate 
that when individuals volunteered to get peer support recipients’ approval, or to avoid 
disapproval, they were likely to experience introjected regulation. This adds to existing 
literature whereby reduced quality of motivation in the form of introjected regulation can be 
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conducive to short term behavioural adoption, but detrimental to long term retention of peer 
volunteers (Haivas, Hofmans, & Pepermans, 2013) as well as volunteers’ personal wellbeing 
(Teixeira et al., 2012). 
Negative impact on volunteers’ mental health. Volunteers perceived that some 
MHSU could hold unrealistic expectations of them,  
I’ve had people complaining about me and said, oh he wasn’t there on time and stuff 
and it’s just like well I was there on time, you weren’t actually waiting at the right 
place. You think, oh what am I dealing with here, you know, I’m only human, why 
aren’t they cutting me some slack? (North West, focus group). 
In these cases, volunteers portrayed maladaptive thought patterns, experienced feelings of 
anxiety and sometimes wanted to discontinue their volunteering role. Previous studies that 
relate to psychological needs satisfaction and motivation have failed to pay attention to the 
fact that these relationships may differ between individuals depending on their quality of 
motivation, as well as their personal circumstances, and therefore may lead to negative 
consequences (Williams et al., 2016). Therefore, the current study adds to the literature by 
exploring the consequences of peer volunteers’ needs being undermined within a community 
programme. Persistent thwarting of innate psychological needs has the potential to lead to 
poorer psychological health (e.g., increased anxiety) and non-self-determined regulatory 
behaviour. Findings from a previous study reported perceived changes in competence need 
satisfaction emerged as a significant and meaningful contributor to wellbeing (Gunnell, 
Crocker, Wilson, Mack, & Zumbo, 2013). This suggests, and current findings support, that 
individuals who experience a lack of fulfilment of competence also experienced negative 
changes to psychological wellbeing (Gunnell et al., 2013).  
In support of the literature, volunteers may have perceived their psychological needs 
of competence and relatedness to have been undermined and as such experienced feelings of 
dissociation and disconnection to MHSU (V. C. Williams et al., 2016). Peer volunteers felt 
internalised pressure subject to the perceived demands of the role, which undermined feelings 
of competence leading to more controlled forms of motivation and dissociation from the 
volunteering role. As a result, volunteering behaviour may not have always remained 
integrated with an individual’s values. Despite this being a rational explanation for peer 
volunteers’ disconnection to others, psychological need thwarting is an active process and not 
simply a lack of need satisfaction (Bartholomew et al., 2011). Therefore, future research 
should consider the social content in which individuals volunteer to elucidate the complex 
relationship between psychological need satisfaction and volunteers’ mental wellbeing. 
 155 
Opportunities for personal development 
The potentials of peer volunteering 
Purposeful behaviour. Volunteers illustrated identified regulation for providing peer 
support where they described gaining a sense of purpose through their roles, “It gives me 
purpose, erm it gives me potentially new skills and it gives me all the social stuff as well” 
(Midlands, phone interview). Greater emphasis was placed on the importance of helping 
others and their volunteering role was more important to them than a wage from a paid role 
further emphasising the value they placed on what they gained from the role. The volunteers 
were not looking to seek extrinsic rewards but sought the personal benefits which is linked to 
more autonomous motivation (Haivas et al., 2013),  
With volunteering you do it to get something out of it, whatever that may be, that’s 
what you do it for. I mean it could be anything it’s like you can do it just to see people 
grow, you can do it because you want to do courses or get skills, whereas in the 
workplace you’re thinking right, I’m just coming to work to earn money that’s going 
to pay the bills (North West, focus group). 
Our findings suggest that those volunteers who valued their volunteering role were 
committed to the role and demonstrated autonomous motivation to delivering peer support. 
Individuals who are intrinsically motivated to engage in volunteering independent of any 
external rewards find this behaviour inherently interesting and enjoyable, and place value on 
what they can achieve through volunteering (Haivas, Hofmans, & Pepermans, 2012). The 
social connections made during volunteering might compensate for the lack of financial 
rewards by providing an alternative return of investment for the volunteer (Vantilborgh et al., 
2012).  
Trusting one’s judgement. Peer volunteers reported that they were increasingly 
likely to trust their own judgements when facilitating PA sessions portraying enhanced 
perceptions of competence, “Well I’ve experienced that in a roundabout way and I know 
what’s worked for me and helped me and you know in that situation I think I just kind of 
applied my own experience really more than anything” (London, phone interview). 
Volunteers felt better able to judge the level of peer support required and felt increasingly 
confident in using prior knowledge and experience to deliver tailored peer support based on 
the specific situation and the needs of the MHSU.  
SDT’s central argument is that an environment which satisfies these three basic 
psychological needs foster growth, personal development and wellbeing of individuals (Deci 
& Ryan, 2000). Research within healthcare organisations found that when volunteers 
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experienced group inclusion, this satisfied their need for relatedness (they felt they belonged), 
need for competence (they felt their unique contributions were valued by MHSU) and need 
for autonomy (felt in control of their own actions) (Bidee et al., 2017). Adding to this 
research, volunteers within a community PA programme appeared to be more convinced of 
the efficacy of their personal efforts when MHSU valued them as individuals, which led to 
them experiencing more latitude for controlling their own tasks and behaviour within the role, 
“My thinking and taking life and approaching others and understanding the community and 
society, and the people, it’s totally changed” (Midlands, focus group). This further led to 
them trusting in their ability to make the relevant decisions within the volunteering role. 
Previous research with a sample of Romanian volunteers within a work context found 
that the more volunteers were satisfied with their freedom of choice and perceived 
themselves as being the source of their own volunteering behaviour (i.e., experiencing high 
autonomy), the more volunteers indicated being engaged in volunteering (Haivas et al., 
2013). The current findings add to this research by demonstrating that when a sample of UK 
volunteers within the context of a community PA programme experienced autonomy over 
their volunteering role, they were able to develop personal skills such as learning to trust their 
own judgements and improved decision making. As a result, volunteers are less likely to 
show intentions to quit their role of delivering peer support to MHSU. This is an interesting 
finding as volunteers already chose to engage in their volunteering behaviour out of free will; 
however, individuals may still vary in how they can satisfy their need for autonomy once 
performing their volunteering role (Haivas et al., 2013). For example, in the actual tasks and 
duties which they become responsible for, as well as the amount of sessions volunteers are 
delivering, may influence their engagement in peer volunteering, “I got more and more, so 
now, that’s why I’m running like, I’ve got a gym session I’m running at the moment as well 
every Monday and Friday, then I run Tuesday soccer session as well, then I do badminton 
session on Monday as well and the walking group on Friday” (North East, focus group). 
Peer volunteers were further driven by constructive positive feedback from MHSU 
regarding the success of PA sessions. The positive feedback facilitated competence and 
helped the peer volunteers develop tools and coping strategies to better manage unexpected 
situations, “I didn’t get that at first but until being presented with this situation, it was like oh 
right, and upon taking a deep breath, I had the tools to be able to deal with that, you know” 
(North East, focus group).  
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The pitfalls of peer volunteering 
Establishing boundaries. Volunteers sometimes experienced difficulties in 
establishing boundaries with the MHSU, “And you know, it’s easy to cross that line even a 
little bit you know and delve into things you shouldn’t be telling them or speaking to them 
about” (North West, phone interview). Individuals found it difficult to retain feelings of 
competence within their role when participants divulged serious information relating to their 
mental health. Volunteers described how they would feel unsure of the most suitable response 
or steps to tackle the situation and thus questioned their abilities to deal with the scenario, 
particularly if the information was destressing. However, the peer volunteers felt that their 
lived experience of mental health problems and more time spent dealing with challenges 
could increase their ability to establish appropriate boundaries, 
You’ve got to figure out yourself that obviously you’re in a group all the time, you 
know who’s a person, who’s a difficult person to approach and who’s a person who’s 
really ready to meet you halfway, who really needs your help and they do appreciate 
as well (North West, focus group). 
 A literature review which explored peer workers’ perceptions and experiences of 
barriers to implementation of roles reported conflicts concerning the use of lived experiences 
with mental health problems in establishing those roles (Vandewalle et al., 2016). Peer 
workers were often informed by health professionals to restrict disclosing lived experience in 
order to maintain their personal wellbeing (Holley, Gillard, & Gibson, 2015). However, peer 
workers felt that this restriction on boundaries could cause impersonal engagement with 
others which reduced the meaningful nature of peer support (Gillard et al., 2015). When peer 
worker roles were implemented within a culture of shared values of recovery and peer 
support, peer workers were given the opportunity to develop a distinctive contribution based 
on lived experience (Gillard et al., 2015). The current study findings further this literature 
with peer workers by supporting the importance of lived experience when establishing 
boundaries within peer volunteers’ roles. When peer volunteers used their lived experience to 
establish boundaries between themselves and MHSU, their effectiveness within the role 
delivery increased, further demonstrating enhanced competence.  However, establishing 
boundaries was a difficult process experienced by the volunteers and often resulted in 
negative implications. The challenges of utilising lived experience to set boundaries within 
the volunteering role adds to this literature.  
Support network for peer volunteers. Peer volunteers generally detailed the 
successful network of support from both the programme deliverer, and regular contact with 
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fellow peer volunteers from the different programme delivery sites. This was important for 
enhancing volunteers’ personal development through mutual support provided between peer 
volunteers. However, this was not the case for all peer volunteers, 
I don’t really know how many [peer volunteers] exist. I think it would be better if, 
every now and then we did have some sort of meeting, just to find out what’s going 
on, and to meet new volunteers and stuff because sometimes people just leave and 
you don’t know what’s going on and then someone new will start and you don’t know 
who they are or what sessions they’re doing (London, focus group) 
In line with SDT, having a source of support that facilitates need satisfaction is also important 
for the volunteers (Duda et al., 2014). However, this scenario demonstrates that a lack of a 
source of support, either from a fellow peer volunteer or from an individual in charge of 
overseeing the PA programme, can lead to an absence of relatedness need satisfaction. 
Volunteers portrayed feelings of despondency when there was a lack of change in the support 
available to them. Existing literature has highlighted the importance of having a support 
network for peer volunteers (Davidson et al., 2012). Detrimental effects to volunteers’ mental 
health and feelings of internalised pressure were alleviated when they felt comfort in 
knowing that programme support staff could take responsibility of issues arising,  
Whatever issue, as she said to us, “that whatever issue you guys have, any emergency 
in a group, anything like serious like which obviously you cannot handle alone or you, 
it’s not your place to do that so you can always, give me a call” (North West, focus 
group). 
Strengths and limitations 
 A strength of the current study is that the research investigated an area of research that 
has not yet received much attention; peer volunteering from the perspective of the volunteers, 
within a community-based PA programme for MHSU. The inclusion of focus groups allowed 
for rich, in-depth information to be collected relating to peer volunteers’ personal 
experiences, opinions and reasons for volunteering. The nature of focus groups actively 
facilitates discussion around a specific interview question and others within the room are able 
to provide mutual support in expressing feelings common to the group as a whole, or offer 
contracting viewpoints via the exchange of stories (Kitzinger, 1995). The researchers aimed 
to create a relaxed atmosphere for the participants to encourage honest discussion. The 
environment generated discussion within a safe, familiar and supportive space within the 
volunteers’ local Mind, inhibiting stigmatisation which volunteers may have experienced 
from the wider society. The purposive sampling and homogenous sample of similar 
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individuals increased the quality of data collected (Smith & McGannon, 2018). However, this 
also means that the findings cannot necessarily be applied to contexts outside of the 
participant sample (e.g., volunteers who had ceased their roles). 
Despite this study’s strengths, there are limitations to consider. Focus groups are a 
useful method of data collection to gather information from participants in a permissive and 
non-threatening environment (Freeman, 2006). However, participants may have responded 
with social desirability bias and demand characteristics because they were in the presence of 
others, including the researchers. Researchers made it clear they were independent to the PA 
programme being discussed and therefore participants were asked to speak as openly and 
honestly as possible. The presence of other research participants compromises the 
confidentiality of the research setting. Articulation of group norms may silence individuals’ 
voices of dissent (Halcomb, Gholizadeh, DiGiacomo, Phillips, & Davidson, 2007) and 
dominant group members may have led to output bias. However, the researcher ensured that 
across all focus groups each individual volunteer was able to vocalise their thoughts, feelings 
and perceptions at some point during the focus group as best they could. Despite pre-empting 
and therefore over-recruiting, there were several participants who dropped out on the day 
scheduled for the focus group which reduced the overall numbers involved in data collection. 
It is important to remember that the population group being explored had lived experience of 
mental health problems and their unpredictability could be a result of their illness symptoms.  
 Existing research has focused on the positive aspects of peer volunteering and often 
negated to discuss any negative features. Individuals who did not have a positive experience 
of volunteering were more likely to withdraw from their roles, and their feedback may not 
have been captured in the study findings (Charlesworth et al., 2017). However, the pitfalls of 
volunteering were still discussed allowing for an important addition to the existing literature. 
Additionally, it is reasonable to suggest that the participants who volunteered for the focus 
groups were volunteers who were more invested in their roles and had a better quality of 
motivation than those who did not volunteer. Whilst some might argue that this could create 
self-selection bias which further limits generalisability (Charlesworth et al., 2017), self-
selection with regards to the current study could represent an integral feature of exploring 
volunteering experiences of peer support. For example, through self-selection, a more 
representative sample of peer volunteers may have participated in the study, demonstrating a 
broader range of behavioural regulations and quality of motivation across the study.  
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Conclusion 
Exploring motivation of volunteering behaviour can inform peer support services, and 
expand our understanding, of the broader role of helping behaviours within PA programmes 
for MHSU (Firmin et al., 2015). Positive experiences of reciprocity through volunteering 
resulted in basic psychological need satisfaction, particularly competence and relatedness, 
and improved mental health of volunteers. Specifically, feelings of connectedness to other 
MHSU facilitated relatedness need satisfaction through peer support mutuality, and 
consequently influenced autonomous motives towards sustained volunteering. Giving to 
others can provide individuals with a purpose which appeared to facilitate autonomous 
motivation to volunteer, specifically through identified regulation. However, it is important to 
ensure that support is in place for peer volunteers to mitigate the negative impact that 
internalised pressure of peer volunteering can have on their quality of motivation, need 
satisfaction, and psychological wellbeing. It is important for programme implementors to 
identify the pitfalls of volunteering to better understand how to improve the retention of peer 
volunteers and improve the experience of volunteers. For example, ensuring that peer 
volunteers receive the relevant supervision from an individual in charge of the programme 
delivery, regular contact with other volunteers and are offered training prior to starting their 
volunteering role. Further, those designing PA programmes for MHSU including a peer 
support element should aim to facilitate volunteers’ basic psychological needs through 
positive experiences of reciprocity, enhanced feelings of competence and opportunities for 
personal development. It is also necessary to support volunteers’ personal mental health and 
encourage autonomous motivation leading to sustained peer volunteering.  
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CHAPTER 6 
 
This final chapter provides a general discussion drawing on the key findings from each of the 
empirical chapters 3-5. Findings will be drawn together, providing a narrative across studies 
and stating the similarities and differences across the data collected from both MHSU and peer 
volunteers. Strengths and limitations will be highlighted, before drawing on the study findings 
to establish implications for research, practice and policy.  
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Discussion 
Driven by the limitations of the current literature and having conducted a systematic 
scoping review to identity a gap within research, the purpose of this thesis was to explore the 
role of social support, and specifically peer support, within a community-based PA 
programme for MHSU. Using self-determination theory as an underpinning theory of human 
motivation (Deci & Ryan, 2000), this thesis considers experiences of peer support, both face-
to-face and online, within a community PA programme for MHSU, from the perspectives of 
both peer support providers (peer volunteers) and recipients (MHSU). To address the overall 
aim of the thesis and explore the role of peer support in engaging MHSU in PA, as well as 
motivating individuals towards sustained peer volunteering, four objectives were defined: 
1. To explore the current literature around peer-based, community PA programmes for 
MHSU and highlight the gaps where further research is required 
2. To longitudinally investigate whether social support (face-to-face and online) 
predicted changes in psychosocial variables of motivation, PA, social support and 
mental wellbeing of MHSU within a community-based, PA programme 
3. To qualitatively explore MHSU experiences of peer support (face-to-face and via an 
online platform) within a community-based, PA programme 
4. To qualitatively explore the experiences of those providing peer support (peer 
volunteers) within a community-based, PA programme and investigate the 
psychological processes underpinning volunteers’ motivation to provide peer support 
within PA sessions. 
This final chapter draws together the key findings from each empirical study (chapters 3-
5) and identifies general limitations and practical implications for research, practice and 
policy that have arisen from this thesis. Directions for future research will also be considered. 
It is hoped that the findings from this thesis can inform mental health policy and practice. . 
The epistemological stance adopted for each study was reported within the individual 
chapters. However, when drawing on the thesis as a whole a mixed-methods approach 
combining both qualitative and quantitative methods of data collection was implemented. 
Pragmatism is an alternative paradigm which philosophically accepts that there are singular 
and multiple realities that are open to empirical inquiry and orients itself towards solving 
practical problems in the “real world” (Creswell, Klassen, Plano, & Smith, 2011). Such an 
approach allows for the researcher to be free of mental and practical constraints, and do not 
have to be guided by a singular research method or technique (Robson, 2002). The view of 
the measurable world relates more closely to an “existential reality” (Dewey, 1925, pg. 40), a 
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reference to an experiential world with different elements or layers, some objective and some 
subjective. Within this thesis, varying perspectives were explored by gathering experiences of 
peer support from both MHSU and peer volunteers, as well consider differences between 
online and face-to-face peer support.  
 Summary of Research Findings 
Chapter 3 – Longitudinal study 
Modifiable behavioural risk factors such as low levels of PA have become an 
important target in programmes to help improve the overall physical and psychosocial health 
of MHSU (Stubbs, Williams, Shannon, Gaughran, & Craig, 2016). PA in group-based 
community settings have additional benefits of social support from peers that may be able to 
encourage PA engagement through social interaction and the creation of quality connections 
(Quirk et al., 2017). Social support is conventionally delivered face-to-face, however 
technological advances have led to the emergence and growth of the internet as a 
communication tool providing ways for individuals to access social support online (Ziebland 
& Wyke, 2012). Research has not yet explored the differences between face-to-face and 
online social support within a community PA programme for MHSU, nor has it considered 
potential changes in these differences over a period of time. Therefore, the aim of this 
longitudinal study was to explore whether social support (face-to-face and online) predicted 
changes in psychosocial variables of motivation, PA, social support, and mental wellbeing of 
MHSU within a community-based, PA programme.  
 Findings from this study revealed a significant increase in PA levels of MHSU in the 
face-to-face support condition. A significant decrease in PA levels were found for the online 
support condition who had higher PA levels at baseline compared to the face-to-face 
condition. This supports the aim of the GStG programme which set out to enhance the PA 
levels of MHSU through community, PA sessions. However, it raises questions as to why the 
online community platform led to a decrease in PA levels of MHSU. Moreover, no 
significant differences were found between face-to-face and online support conditions for 
motivation, social support or mental wellbeing. There were no changes over the 6-month 
programme period for motivation, social support or mental wellbeing, but reportedly lower 
mental wellbeing at baseline for the MHSU in the online condition compared to the face-to-
face condition.  
This study partially supported the findings of the systematic scoping review in chapter 
2, by demonstrating that face-to-face social support within a community PA programme 
enhanced MHSU PA levels despite this not being the same positive result for online social 
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support. MHSU priorities and motives for accessing social support may have varied between 
the two support conditions. Research found that individuals who consider healthy lifestyle 
behaviours such as PA as a greater priority, are more likely to regularly engage in PA 
behaviour (Roivainen et al., 2016). However, it is apparent from these findings that the 
decision of MHSU to engage in PA is much more complex than the nature of the quantitative 
data in this study found. The survey suggests that MHSU may have accessed online social 
support for reasons other than to encourage their own PA engagement. This was 
demonstrated in qualitative findings from chapter 4 whereby MHSU reported accessing the 
online community for coping with their mental illness and interacting with peers to share 
feelings and emotions, as opposed to face-to-face social support being utilised to enhance PA 
engagement. An explanation for this finding might be that online social support could offer 
readily accessible information relating to PA for MHSU within the virtual community 
environment. However, face-to-face social support generated stronger social integration of 
MHSU and a stronger sense of belonging within the supportive physical environment of the 
GStG PA sessions.  
MHSU may have accessed the online platform when they were experiencing a low 
mood state. The decision to reach out and connect with others to discuss personal, health-
related concerns may be at a time when MHSU were facing significant life challenges and an 
increased level of emotional instability (Perry & Pescosolido, 2015). Qualitative findings 
from chapter 4 add to this research, as participants reported that they could only access online 
support when they felt emotionally stable. Participants’ negative experiences were at times 
determined by their levels of emotional stability and current mood when logging in online, 
which often shaped how they perceived the online support available and the amount of 
information accessible. Participants reported feeling worry for other online users and often 
experienced feeling overwhelmed. Participants relied on immediate feedback on posts from 
other online users and an absence of comments or likes could lead to negative consequence to 
participants’ mental health. Findings support that online forums, such as the one used in this 
thesis, should be moderated at all times. Additionally, to levels of emotional stability, 
previous research has highlighted that individuals with mental illness experience numerous 
barriers towards PA engagement (e.g., motivation, loneliness, physical health problems, 
symptoms of mediation) (Vancampfort et al., 2017). Due to these challenges and barriers 
present, this study highlights the complexity of studying PA behaviour of MHSU and 
individuals differing needs and perceptions of their social environment viewed as either 
facilitative or inhibitive of PA behaviour.  
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A lack of significant findings for motivation levels of MHSU within the quantitative 
study may be explained by the dynamic nature of motivation regulations (Wasserkampf & 
Kleinert, 2015) which were not captured in the data. More complex underlying processes 
may be at play between motivation towards PA, perceived social support and their combined 
impact on the mental wellbeing of MHSU. Findings from this study demonstrate that the 
nuances of mental health and motivation cannot be captured in large scale data collection 
methods, which has been recognised within the methodological literature as a product of such 
approaches (Choy, 2014). Further research is required to understand the deeper relationship 
between types of social support, motivation and mental wellbeing among MHSU. 
Given the established magnitude of PA benefits for physical and psychological health 
of MSHU (Czosnek et al., 2018), future programmes that target increasing PA levels are 
required. There is a need for studies to focus on understanding the barriers, motivation and 
preferences for PA to develop programmes that aim to improve PA among MHSU, informed 
by their needs and shaped by their priorities (Mishu et al., 2018). A combination of 
qualitative and quantitative methods of data collection are therefore required (Andrew & 
Halcomb, 2006; Palinkas, Horwitz, Chamberlain, Hurlburt, & Landsverk, 2014), and were 
utilised within this thesis. Gathering data solely from the questionnaire in chapter 3 acted as a 
precursor to direct more detailed qualitative investigation to capture the complexity of 
MHSU’ behaviour, and further the data presented. Also, qualitative methods carried out in 
the proceeding chapters allowed the research to go beyond the surface level to make sense of 
underlying processes, and further explain why changes across variables of PA, motivation, 
social support and mental wellbeing between the two support conditions did or did not occur. 
Chapter 4 – Participant experiences of peer support 
This two-study inquiry explored participant experiences of peer support within a 
community-based PA programme for MHSU, via face-to-face peer support (study 1) and peer 
support provided via an online community platform (study 2). Both studies employed a 
qualitative design; participants who had registered to the face-to-face programme took part in 
a focus group (study 1), and members of an existing online platform participated in either a 
telephone or online messenger interview (study 2). Findings from this study were in line with 
previous research reported in chapter 2, whereby peer support was largely beneficial to 
MHSU (Webber & Fendt-Newlin, 2017).  Findings also extended the current understanding 
of the context in which changes among variables across two social support conditions did or 
did not happen presented in chapter 3. Three key themes developed in study 1; the social 
environment for PA, shared lived experience, and a supported mental health journey. Two 
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key themes developed in study 2; a reciprocal relationship, and a supportive community 
environment. Within these key themes, further sub-themes developed demonstrating both 
positive and negative experiences for each type of peer support received. 
   In more detail, positive experiences of peer support reported in study 1 included 
viewing other individuals as role models, increased levels of self-esteem and PA sessions 
providing a purpose for MHSU and further developing their self-identity. Peer volunteers 
also reported that they perceived themselves to be role models for the MHSU which 
enhanced their feelings of competence and relatedness, further leading to sustained 
volunteering behaviour. Feelings of relatedness towards MHSU positively impacted MHSU 
engagement in PA behaviour, as well as peer volunteers’ commitment to volunteering. This 
highlights an interdependent process, whereby one member of the peer support relationship 
(e.g., the peer volunteer) inherently supports and propagates the other (i.e., MHSU), whilst 
this process can also be reversed. 
Familiarity of both faces and surroundings was highlighted as a positive experience of 
peer support in study 1. However, this was absent in study 2 where the online environment 
was reported as too large. Nonetheless, within in study 2, MHSU reported the significance of 
the anonymous nature of the online social platform. This was in stark contrast to face-to-face 
peer support whereby anonymity was not present. These differences could be explained 
through varying levels of self-stigmatisation of MHSU (Corrigan & Rao, 2012). A greater 
focus on self-disclosure may have been apparent for the online users, who demonstrated an 
underlying need to seek online support for reasons relating to their mental illness, rather than 
to facilitate PA behaviour. This supports, and could help to explain, the findings of the 
quantitative study in chapter 3 whereby MHSU in the online condition experienced a 
significant decrease in PA levels. 
Alongside the positive experiences of peer support, MHSU reported negative 
experiences such as pushing themselves too hard within PA sessions, with limited knowledge 
of their personal limits. Researchers argue that when considering physical health and mental 
health, the two should not be considered as separate (Joubert, 2014; Vancampfort, et al., 
2015; WHO, 2016). Physical health and mental health are fundamentally linked to the overall 
health of an individual, as well as their social context. This study aligns with this suggestion, 
as when MHSU pushed themselves too hard physically within PA sessions, they became 
psychologically fatigued and were less likely to engage in sustained PA behaviour. Therefore, 
it is necessary for those delivering peer support to be aware of the early signs of physical 
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exhaustion in order to help maintain the mental wellbeing of MHSU engaging in PA 
programmes.  
Further negative experiences discussed by MHSU included feelings of dissociation. 
Individuals displayed a need to feel noticed to facilitate the feelings of belonging to the peer 
supportive community. However, on occasions where there was a lack of communication to 
MHSU in the form of follow ups (to those who had missed a PA session for example), this 
inhibited feelings of belonging and social connectedness to others on the programme, and 
ultimately resulted in negative consequences such as psychological distress. Despite some 
participants discussing their feelings of dissociation from the group environment as a result of 
non-attendance to PA sessions, other MHSU continued to report that they did feel 
comfortable in returning to PA sessions after a period of non-engagement. The supportive 
social environment generated through sources of peer support (i.e., the volunteers) resulted in 
MHSU not feeling apprehensive about returning back to PA sessions following a relapse in 
their mental health. These findings highlight that the environment acted as both an enabler 
and an instigator of apprehension, depending on the depth of social engagement with the peer 
support available to MHSU.  
MHSU in study 2 were able to discuss the importance of engaging in PA whilst 
learning about peers’ exercise experiences which at times led to users feeling motivated to get 
physically active. However, this was not the case for the majority of MHSU, supporting the 
quantitative findings in chapter 3 which found a significant decrease in PA levels of MHSU 
in the online support condition. Previous research highlighted a benefit of online social 
support platforms was the ability to readily access informational support (Trepte et al., 2015). 
Despite this opportunity, online users in the current study experienced overwhelming 
amounts of information and knowledge sharing which served as an additional barrier towards 
engaging in PA. This supports the need for further research to explore behavioural 
motivations underpinning MHSU access to peer support via an online platform. 
Findings from both studies are in support of research which found that MHSU valued a group 
format to address personal, relationship and lifestyle issues (Lund, Argentzell, Leufstadius, 
Tjörnstrand, & Eklund, 2019). Research emphasised the importance of fundamental factors 
associated with community group settings such as connection, communication and belonging 
(Bledin et al., 2016). Lifestyle interventions were seen by MHSU as meaningful via 
opportunities to have ongoing support to help with accountability and their motivation 
towards making lifestyle and behavioural changes (Yarborough, Stumbo, Yarborough, 
Young, & Green, 2016). MHSU’ self-worth could be facilitated through a process of 
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meaning-making and reframing their mental health experiences (see Figure 6.1). 
Additionally, experiencing a transition from feeling alone to connecting and socialising with 
similar others created a sense of meaning, allowing MHSU to reframe like experiences into a 
more positive light.  
 
Figure 6.1. Process of meaning-making with related personal changes adapted from (Lund et 
al., 2019). 
This process of meaning-making should be considered for future community programmes, to 
consider ways to ensure an inclusive, familiar PA environment is created for MHSU to 
actively engage including a source of ongoing peer support.  
Participants in study 1 were concerned that GStG only ran for the duration of 3 years; 
however, like all community programmes, the continuation of this PA programme was 
dependent on funding for sustainability. GStG was designed to encourage MHSU to engage 
in mainstream PA whilst still being protected under the umbrella of Mind, in preparation for 
the transition away from the programme entirely. Some participants discussed that they 
would not feel confident enough to access PA through mainstream facilities such as local 
gyms and leisure centres without the support of the GStG programme. It is therefore 
important to consider how to prepare MHSU for their transition into mainstream sport and 
PA, including the provision of a ‘safe place’ for engaging in PA (Bryant, Tibbs, & Clark, 
2011).  
There were several similarities found between the two studies. Findings supported 
existing research that peer support was largely beneficial to MHSU (Davidson et al., 2012; 
Webber & Fendt-Newlin, 2017). Both studies reported that being within a group of similar 
others generated feelings of belonging further facilitating positive experiences of peer 
support. MHSU in study 1 reported that the familiarity of their community PA setting, and 
their fellow peers within it, was a driver towards their PA engagement. However, online users 
in study 2 liked the presence of anonymity experienced when engaging with online peer 
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support, but further discussed a lack of familiarity with other members as a result of the large 
online community. This demonstrates that MHSU in both studies valued the sense of unity 
and inclusivity, despite the fact this was present in study 1 and sometimes absent in study 2. 
There were also key differences between the two studies, in particular the context of 
why MHSU accessed either face-to-face or online peer support. MSHU in study 1 received 
face-to-face peer support which facilitated both their PA engagement and their psychological 
wellbeing, in partial support of the findings from the longitudinal study in chapter 3. 
Conversely, MHSU in study 2 accessed online peer support via the community platform as a 
way of coping with their mental illness rather than to facilitate their PA engagement. This 
adds to the literature by showing that online peer support within MHSU was utilised as a 
space to express negative feelings and discuss concerns relating to individuals’ mental illness 
(Thompson, Crook, Love, Macpherson, & Johnson, 2016). MHSU were able to discuss the 
importance of engaging in PA whilst learning about peers’ exercise experiences which at 
times led to online users feeling motivated to get physically active. Again, this provides 
support that online peer support and eHealth programmes are beneficial for promoting PA 
among MHSU, as opposed to increasing PA levels (Moran, Kelly, Haberlin, Mockler, & 
Broderick, 2018). 
A positive experience of peer support which was strongly highlighted within study 2 
was the development of reciprocal supportive relationships. This was in line with the 
definition of peer support which emphasised support being ‘mutually offered’ (Solomon, 
2004, pg. 393). MHSU viewed peers as the recipients of the two-way interactions, 
demonstrating mutual responsibility from both parties. Individuals reported that they could 
use their lived experience of mental illness to share and provide support to others whilst 
gaining the necessary support in return, aiding their mental health recovery and at times, also 
facilitated PA. Reciprocal relationships were also reported within study 1, but there was a 
unique difference. Greater emphasis was placed by MHSU on the peer volunteers and their 
perceived responsibility of facilitating a supportive environment for the PA engagement of 
MHSU. Participants viewed peer volunteers as having more authority than fellow programme 
users, despite these individuals having an unpaid role. In slight contrast, and in the absence of 
peer volunteers to formally facilitate discussions around PA in study 2, MHSU viewed the 
peer supportive relationship as one that was of mutual responsibility, with both processes of 
giving and receiving support being of equal value to MHSU.  
In support of MHSU experiences, peer volunteers also perceived themselves to be 
role models, having greater responsibility and felt they could achieve this through sharing 
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experiences and stories that MHSU could relate to. Increased feelings of competence as a 
result of behaving in a manner viewed positively by MHSU led to a sense of commitment to 
the volunteering role. However, despite the positive experiences related to being perceived as 
a role model, volunteers could internalise pressure to carry out the role effectively regardless 
of their own mental health. When peer volunteers felt their psychological needs (i.e., 
competence) were undermined by MHSU, this led to introjected regulation and dissociation 
from volunteering behaviour. A break in communication over cancelling or rescheduling 
sessions therefore had negative consequences for both the MHSU and peer volunteers. It was 
evident that internalised pressure was perceived by the volunteers rather than any overt 
pressure from MHSU who reported positive benefits of receiving peer support. Findings in 
chapter 5 highlighted that feelings of pressure experienced by volunteers were alleviated if 
they had someone overseeing the programme who could take responsibility of any issues that 
arose. This highlights the importance of having support networks in place, both internally and 
externally, to the programme environment. Alongside the importance of support networks, 
regular communication is required for the implementation of a successful community 
programme involving both MHSU and peer volunteers. 
         The role of peers being viewed as ‘significant others’ within the findings of chapter 4 
adds an original contribution to the current literature. Developments have been made 
whereby research is now interested in all three basic psychosocial needs and the degree to 
which social environments are characterised by structure (supporting competence) and 
involvement (concerns relatedness) alongside levels of autonomy support (Rouse, Duda, 
Ntoumanis, Jolly, & Williams, 2016). This incorporates how individuals in the role of 
‘significant others’ can help to facilitate the satisfaction of these three basic psychological 
needs (Rouse et al., 2016). Self-determination theorists (Deci & Ryan, 2000) suggest that 
through need support, ‘significant others’ such as individuals viewed in a position of 
authority can positively impact motivation towards behavioural adoption, maintenance and 
adherence towards PA (Duda et al., 2014). 
        However, research in the field of PA has predominantly investigated need supportive 
environments created by individuals in a position of authority (e.g., exercise professionals).  
Less research has examined need support provided from less authoritative important others 
such as family and peers (Ng, Ntoumanis, Thøgersen-Ntoumani, Stott, & Hindle, 2013b; 
Rouse, Ntoumanis, Duda, Jolly, & Williams, 2011). In study 1, peer volunteers facilitating 
the PA sessions were viewed as significant figures in the creation of reciprocal relationships, 
with fellow peers also perceived as significant within the online platform of study 2. Such 
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findings demonstrate a novel idea of non-authoritative figures facilitating individuals’ basic 
psychological needs, particularly their need for relatedness. However, findings from the peer 
volunteers (chapter 5) highlighted that being viewed as significant figures by MHSU often 
generated internalised pressure for the volunteers. As a result, steps must be taken to 
ameliorate feelings of pressure, both overtly and internally, on peer volunteers. This will 
further be discussed within the implications for research and practice. 
Chapter 5 – Volunteer experiences of peer support 
      Having discussed the key findings from the perspectives of those receiving peer support, 
the study in chapter 5 focused on the experiences of peer support from the peer volunteers’ 
perspective. Previous work has focused on the peer support recipients rather than the peer 
support deliverers within a community PA programme for MHSU and demonstrates 
originality of the current research. Therefore, the aim of this study was to explore the 
experiences of peer support from the perspective of those delivering it.  
      The first key theme reported was the lived experience of mental health problems. Within 
this theme, volunteer participants discussed the potentials of peer volunteering including the 
presence of reciprocity, connectedness and having a commitment to volunteering behaviour. 
Providing peer support was a two-way relationship, with the power of giving positively 
impacted volunteers’ quality of motivation, resulting in more autonomous motivation 
regulations. Connectedness was a result of shared lived experience, whereby volunteers 
described a sense of unity, similar to that described by MHSU, by being able to understand 
and empathise with MHSU. Alongside these potentials, volunteers also reported some 
pitfalls, or negative experiences of peer volunteering. This included an internalised pressure 
to deliver quality peer support, and concerns of how they might be perceived. The negative 
experiences could be detrimental to the mental health of the volunteers. Volunteers often felt 
enhanced pressure to deliver peer support, turning up to sessions to meet expectations of the 
peer volunteer role despite not feeling up to it to avoid social disapproval and not let people 
down. 
Research uniting the concepts of volunteering and reciprocity has shown that 
voluntary engagement was dependent on individuals’ reciprocal attitudes (Manatschal & 
Freitag, 2014). The study findings add to the literature by showing that the power of giving 
impacted volunteers’ quality of motivation resulting in identified regulation, and at times 
intrinsic motivation. This further enhances sustained volunteering and reduces attrition rates 
of volunteer which is a common concern within community programmes. Previous research 
into reciprocity and volunteering has predominantly been conducted from the perspective of 
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the participants who were representing a non-marginalised population (Manatschal & Freitag, 
2014). The present study adds to existing literature by demonstrating that reciprocal 
relationships between peer volunteers and MHSU within community-based PA sessions can 
facilitate continued motivation to peer volunteering. A dual opportunity was discussed 
whereby individuals were able to help others whilst receiving personal gains. Therefore, 
effort should be made by both MHSU and peer volunteers (predominantly led by the peer 
volunteers as the peer support facilitators) to encourage this form of relationship, to establish 
reciprocity within community PA programmes, and to facilitate more autonomous 
motivation, specifically identified regulation, and relatedness need satisfaction of peer 
volunteers. 
Reciprocity was a positive sub-theme under the first key theme of lived experience of 
mental health problems. However, there were both positive and negative experiences linked 
to the lived experience of mental health problems as discussed by volunteers. In alignment 
with participants in chapter 4, peer volunteers also reported the importance of the two-way 
support founded on first-hand knowledge (Hornillos & Crespo, 2012) and similar 
experiences, known as ‘experiential similarity’ (Keyes et al., 2016) as described in previous 
research. Similar experiences were part of the unique quality underpinning the peer support 
delivered and received within the community PA programme. This unique quality sets it apart 
from support offered by other professionals within mental health (Honnillos & Crespo, 2012). 
Therefore, lived experience of mental health issues are not thought of as meaningless 
symptoms, but rather an aspect of an individual’s life which can be reflected upon and used 
in the process of developing both personal recovery and the recovery of others (Roberts & 
Boardman, 2013). For MHSU, a recovery-based approach focuses on strengths, hope, 
heeling, value and inclusion (Roberts & Boardman, 2013). This provides a direction which 
moves away from viewing individuals with a mental illness as passive recipients of support, 
towards MHSU as ‘equal partners’ in the context of a community PA programme.  
However, such research only reported positive examples of the impact of peer support 
(Keyes et al., 2016). The current research in chapter 4 and 5 adds to this by exploring the 
challenges of lived experience underpinning peer support, from both the recipients and 
deliverers experiences. Negative experiences from MHSU’ perspective included dissociation 
from a group session when they experienced a relapse in their mental health. From the 
perspective of the peer volunteers, lived experience of mental illness often led to internalised 
pressure which negatively impacted their personal mental health. Findings from this chapter 
therefore emphasise the mutual benefits of peer support experienced by both the peer 
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volunteers and the MHSU, positively impacting the mental wellbeing and the PA engagement 
of MHSU, as well as volunteers’ feelings of competence and relatedness. Utilising 
individuals lived experience of mental health to support others can help to restore basic 
human rights by reducing levels of stigma and discrimination surrounding mental health 
(Kidd et al., 2015). However, findings from chapter 4 and 5 demonstrate that lived experience 
and current mental health journeys may lead to challenges when delivering and receiving 
peer support within a community PA programme. 
A further positive experience of peer support which supported the findings from the 
participants’ experiences in chapter 4 was the unity created within the peer supportive 
environment. Feelings of unity and group belonging within the socio-cultural environment 
was conducive to satisfying their basic psychological needs of competence and relatedness. 
Feelings of normalcy and acceptance led to greater quality of motivation and sustained 
volunteering behaviour for the peer volunteers, supporting previous literature (Güntert et al., 
2016; Stukas et al., 2016), whilst peers reported unity as facilitative to their PA engagement. 
The second key theme included opportunities for personal development. Volunteers 
discussed the potentials, or positive experiences of peer volunteering which included 
volunteering as a purposeful behaviour, and how their ability to trust their own judgement, 
particularly through receiving feedback from others, enhanced feelings of competence and 
personal improvement throughout their role. Quality social connections, and feelings of 
relatedness, were compensation for the lack of financial rewards from this role compared to a 
paid job. Difficulties in establishing boundaries and a breakdown in the support network for 
volunteers were seen as negative experiences and impacted their perceived personal 
development. Such findings are consistent with previous research which stated that a lack of 
clarity within the role and professionalisation were common issues when individuals offered 
more informal peer support (Faulkner & Kalathil, 2012). 
     These findings contribute to existing research (e.g., Thøgersen-Ntoumani et al., 
2017) by increasing the understanding of positive (and negative) outcomes for peer 
volunteers who seek opportunities to satisfy their basic psychological needs. The peer 
volunteers, for various reasons, could not always attend pre-arranged sessions. These 
instances could cause feelings of guilt, exacerbated by their mental health problems and 
occasionally impacted their commitment to their role as volunteers. Additionally, volunteers 
could get frustrated if they had turned up despite feeling like they did not want to, and the 
programme participants had not attended. In light of the MHSU experiences reported in 
chapter 4, failed attendance of MHSU was often a result of pushing themselves too hard 
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within PA sessions leading to physical pain, fatigue and relapses in their mental health. 
However, on occasions, peer volunteers cancelled pre-arranged sessions at the last minute 
which were not always communicated to the participants. A breakdown in communication 
between participants and paid GStG programme staff and peer volunteers about changes to 
the scheduling of PA sessions, or if a volunteer was not available to lead a session, lead to 
participants’ daily structure and continuity being disrupted. MHSU often centred their day 
round a PA session and therefore spontaneous alterations, or a lack of change updates caused 
negative consequences for participants’ engagement. Future community PA programmes 
need to consider clear lines of communication between all individuals who are part of the 
programme (participants, staff and volunteers), as well as implement appropriate processes to 
preserve volunteers’ mental health as much as is possible. 
Overall, this thesis highlights some significant and original findings such as the 
impact of reciprocal relationships for both MHSU and peer volunteers within a community 
PA programme. Peer volunteers were viewed as ‘significant others’ by MHSU, who could 
help to facilitate the reciprocal relationships for benefits gained by both themselves and the 
MHSU participants. A mutual perspective was the perception that volunteers acted as role 
models within the PA sessions with the caveat that increased internalised pressure perceived 
by the volunteers led to negative consequences to their mental health. It is therefore essential 
to preserve the mental health of the peer volunteers, as well as support them to support 
MHSU within community PA programmes.  
Strengths and Limitations 
   A strength of this thesis is the original contribution to existing research, broadening our 
current understanding of peer support within a community-based PA programme. Both the 
positive and negative experiences of peer support from different perspectives (MHSU as 
recipients, and peer volunteers as providers) were explored within the thesis, as well as 
considering face-to-face and online peer support over time. However, it is important to 
acknowledge the thesis limitations before drawing to any overall conclusions. As a 
consequence of the research detailed in this thesis and its limitations, further research may be 
explored to enhance our understanding of this topic area. The specific limitations for each 
empirical study have been discussed at length within their separate chapters; however, some 
general limitations are also present. 
Using validated measures for the questionnaire used in chapter 3 was a strength of this 
study. However, the questionnaire solely implemented self-report measures for psychosocial 
variables of social support, motivation, PA and mental wellbeing. Although self-report 
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measures are a frequently employed method of collecting data and are important to provide 
information about these variables, this method raises issues regarding validity resultant of 
issues concerning memory recall bias, misinterpretation of questions, or responses given 
which are driven by social desirability bias (Lucas, 2018). In particular, the IPAQ used to 
measure PA levels has the potential for inaccurate recall or reconstruction of one’s PA 
behaviour at some earlier point in time (Ainsworth et al., 2016). Moreover, recall error has 
been shown to increase with duration of recall time, and is dependent on how far into the past 
a respondent can recall their PA behaviour (Ainsworth et al., 2016). Within this study, PA 
data were reliant on MHSU accurately reporting their behaviour from the previous seven 
days. Therefore, future research should consider more objective ways to measure variables 
such as PA (the use of accelerometers for example) or explore the possibility of using 
experience sampling methods (Mehl & Conner, 2012). This is where participants are 
signalled to complete the questionnaire at a particular time in the day which avoids problems 
with inaccurate memories and aggregation bias, making the data collected closer to an 
objective measure (Mehl & Conner, 2012). A further example could be the implementation of 
a diary to record behaviour on a more frequent basis, rather than being asked to recall an 
entire 7-day period after it has occurred (Ainsworth et al., 2016).  
        A further strength of the study, therefore, was the use of a mixed-methods design. The 
use of quantitative methods within chapter 3 provided a foundation to explore a large data set 
from a sample of MHSU to establish if different channels of support (face-to-face or online) 
predicted changes in psychosocial variables of social support, motivation, PA and mental 
wellbeing. To more comprehensively explore these findings and the personal experiences of 
peer support from MHSU and peer volunteers, qualitative methods of data collection were 
conducted, such as focus groups and interviews. The combination of qualitative and 
quantitative research methods are complimentary to one another, using data obtained by one 
method to illustrate of further the results from another method (Tariq & Woodman, 2013).  
   In-depth qualitative research aims to provide a rich description of views, beliefs and 
meaning (Tariq & Woodman, 2013). It also acknowledges the role of the researcher and the 
context in shaping and producing the data (Tariq & Woodman, 2013). Personal biases, 
experiences and knowledge may have influenced findings in the qualitative studies. However, 
whilst this might be a potential limitation of the research, it is important to acknowledge the 
role and position of the researcher acting as an instrument throughout the research process 
and analysis as a strength (Noble & Smith, 2015). Self-reflexivity involved critically 
reflecting on personal ideas, views and biases throughout the research process, as well as self-
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organisation. For example, peer debriefing (with co-authors) served as opportunities to 
engage in reflexivity discussions of both researchers’ and participants’ socio-cultural 
dispositions, whilst challenging and comparing meaning derived from the interpretation of 
data (Lund et al., 2019; Smith et al., 2014). Reflexivity occurred alongside other research-
specific criteria such as characterising traits of rigour, sincerity, credibility and transparency 
which were demonstrated within each empirical chapter (Smith & McGannon, 2018). 
Despite trying to recruit all participants from the programme to engage in this 
research, findings did not capture those participants who dropped out of the programme or 
lapsed for periods of the programme due to their mental or physical health. Future research 
should consider how to capture experiences of participants less engaged within a PA 
programme to help mitigate poor experiences and help the individuals overcome prevent 
reasons for dropping out/lapsing. Adding to this, future research may benefit from 
longitudinal perspectives within qualitative methods such as focus groups. The current study 
conducted one round of focus groups; therefore, data captured may be a result of 
circumstance and warrants a longitudinal understanding of attitudes and experiences over 
time.  
Implications for research 
The results of the systematic scoping review in chapter 2 reported that theory-based 
interventions had a positive impact on the PA behaviour of intervention participants (Gourlan 
et al., 2016). For example, evidence from SDT informed studies suggest that working with 
individuals to support levels of empowerment, understanding, their control and influence 
over personal and social circumstances, as well as their levels of autonomy, produces 
sustained positive health behaviours and psychological wellbeing (Ryan & Deci, 2017). This 
was independently reflected by MHSU who identified the desire for peer-led programmes to 
build on community-based strengths, foster empowerment and use expertise within the 
community (Graham et al., 2017). Future research should therefore outline behaviour change 
techniques and/or theories and consider individuals’ underpinning motivation towards 
behaviour change such as PA engagement.       
This research considers the complexity of studying the PA behaviour of MHSU 
including how their differing needs, perceptions and experiences of the social environment 
(i.e., peer support) are viewed as facilitative or inhibitive of their PA behaviour. Given the 
established multitude of benefits of PA participation for physical, mental and cognitive health 
of MHSU, more effective programmes that target increasing PA levels and enhance social 
interaction and integration within a community setting are required. There is a need for 
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longitudinal studies with multiple time point measures to clarify the relationship between 
social determinants, such as social support, and the mental health and wellbeing of MHSU. 
Research is required to develop further understanding of the barriers, motivation and 
preferences for PA in order to develop PA programmes informed by the needs of MHSU and 
shaped by their priorities (Mishu et al., 2018). This includes considering how to capture the 
experiences of participants who are less engaged to help mitigate poor experiences and 
facilitate positive experiences of peer support within community PA programmes. Both 
quantitative and qualitive research is needed to ensure that programmes and policy guidelines 
can be tailored to maximise positive effects among MHSU (White et al., 2017). 
       Further research is required to focus on tackling barriers, in particular a lack of social 
support, to increase the PA engagement of MHSU. Based on these reported barriers and the 
findings from the current research, it might be suggested that researchers and programme 
designers should consider the inclusion of peer support within community PA programme. 
Embedding peer support into pre-existing services and programmes could be a cost-effective 
way to integrate peer support and the benefits of its inclusion for MHSU, as community 
programmes are an effective way to impact a large number of MHSU with few resources 
required (Quirk et al., 2017). Peer volunteers can improve healthcare linkages as individuals 
bring personal experiences of navigating the health care system and are in a unique position 
to address the barriers that prevent MHSU from accessing and using mental health services 
(Kelly et al., 2014). More studies are needed in this area to follow-up on these promising 
findings to explore how implementing individuals with lived experience to deliver peer 
support within community programmes can help to facilitate the PA behaviour of MHSU.  
         These current study findings demonstrated that peers were viewed as ‘significant others’ 
and individuals in the role of peer volunteers were capable of providing support to MHSU 
within community PA sessions. This adds to the previous SDT literature which suggests that 
need support has more commonly been offered by individuals in a position of authority (Ng 
et al., 2012). However, by exploring the experiences of peer support by both the provider 
(peer volunteers) and recipients (MHSU), this research has found that roles such as peer 
volunteers can positively impact individuals taking part in community PA programmes and 
more specifically, engagement in PA to aid mental health recovery. Positive experiences of 
reciprocity through volunteering resulted in basic psychological need satisfaction, particularly 
competence and relatedness, and improved mental health of volunteers. Specifically, feelings 
of connectedness to other MHSU facilitated relatedness need satisfaction through peer 
support mutuality, and consequently influenced autonomous motives towards sustained 
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volunteering. Therefore, those designing PA peer-based programmes for MHSU should aim 
to facilitate volunteer basic psychological need satisfaction through positive experiences of 
reciprocity, whilst minimising challenges of the role. 
Implications for practice 
Key findings across the current studies have provided important implications to carry 
forward into practice. By considering these implications, the design and delivery of future 
community programmes aimed at utilising peer support to enhance PA behaviour of MHSU 
could have a positive impact on the sedentary behaviour of individuals with mental health 
problems/mental illness. Improving the PA engagement of MHSU will, in turn, lead to 
maintained or improved physical and mental health. Furthermore, peer-based community 
programmes could help to reduce morbidity and mortality rates of MHSU, prolonging the 
lives of those living with a mental illness. Table 6.1 details a summary of the key findings 
and corresponding implications to practice for MHSU, followed by table 6.2 which details 
the key findings and implications to practice for peer volunteers.  
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Table 6.1. Key findings from the MHSU’ experiences of peer support, aligned to implications for future practice. 
Key findings from MHSU experiences Implications for practice 
Community based participatory research (CBPR) 
is an approach which should be considered when 
working with the mental health population to 
ensure the voice of MHSU are heard 
A CBPR approach should be used for designing the job description and role specification. 
The voice of the peer volunteers should be heard throughout the whole process of 
programme design, implementation, delivery and dissemination 
MHSU viewed peer volunteers positively (as 
figures of authority/significant others) in the 
reciprocal relationships established  
Peer support and the lived experience of mental illness/illness recovery should be a 
central element when designing community programmes for MHSU. It is important to 
consider the connectedness that can be generated between volunteers and MHSU, based 
on experiential similarity and reciprocity 
Session cancellations or a lack of communication 
had negative consequences to MHSU mental 
wellbeing 
A clear line of communication and delivery of sessions is required within community 
programmes. This can be achieved by providing a regular structure to weekly sessions in 
the form of a timetable accessible to all MHSU, minimise any changes made to pre-
arranged sessions, and consider a method of following up with MHSU if they do not turn 
up to an arranged session (e.g., a supportive, personalised text) 
MHSU felt apprehensive about progressing to 
mainstream PA after the end of their block of 12 
weeks within the programme 
Consider a clear exit route for MHSU, and support the transition of MHSU from sessions 
under the umbrella of Mind, into mainstream PA participation 
A main barrier towards PA participation was 
making the initial step to attend sessions within 
mainstream facilities 
Additional information should be provided to MHSU prior to attending their first session 
to enhance psychological accessibility. This might include practical information and 
support such as how to access the facilities, the location, and a point of contact on arrival 
to the facility 
Online peer support community was beneficial for 
MHSU seeking support for their mental illness, 
particularly due to greater accessibility compared 
to face-to-face peer support  
Continue to offer information online to generate open discussions around PA 
participation to encourage initial participation. This could include promoting 
opportunities for MHSU to participate in local activities, how to overcome barriers 
towards engaging in PA, or information on attending group sessions and meet-ups in an 
offline environment  
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Table 6.2. Key findings from the volunteers’ experiences of peer support, aligned to implications for future practice. 
 
 
Key findings from peer volunteers’ experiences Implications for practice 
Lived experience of mental illness was an 
important element of peer support provided by the 
volunteers within the programme 
Peer support and the lived experience of mental illness/illness recovery should be a 
central element when designing community programmes for MHSU. It is important to 
consider the connectedness that can be generated between volunteers and MHSU, based 
on experiential similarity 
Positive experiences regarding feelings of unity 
and inclusivity were reported by volunteers, 
highlighting the requirement of a support network 
of peer support volunteers 
Create a team of peer volunteers so that individuals have their own peer support 
volunteering community. Volunteers can seek knowledge and advice from their peers for 
when facing similar scenarios as a volunteer. This provides support at an individual level 
and will enhance feelings of relatedness 
Opportunities for personal development was a key 
theme reported within volunteers’ positive 
experiences of peer support 
It is essential to provide training to volunteers covering topics such as creating positive 
relationships, goal identification and goal setting, ethics, confidentiality, and conflict 
resolution. All volunteers should be provided with information on the signs of over 
training in order to provide effective guidance in these scenarios 
Confusion around the boundaries of the peer 
volunteering role led to negative consequences for 
volunteers’ motivation and undermined basic 
psychological need for competence 
Ensure that the boundaries of the role are stated clearly to volunteers at the start of the 
programme to enable individuals to feel confident in knowing what is acceptable/not 
acceptable when working in partnership with service users. This will ensure the mental 
health of volunteers is also preserved 
Internalised pressure was alleviated when peer 
volunteers felt they could lift some responsibility 
onto a point of contact/mentor 
Provide mentoring for peer volunteers as a chance to monitor their personal and 
professional development. It is important to support individuals’ future employment 
opportunities. Supervisors can also address volunteers’ issues on a systematic, procedural 
level. Regular meet ups to discuss ideas, raise concerns and share best practice is 
essential to maintain the positive health and wellbeing of peer volunteers 
Volunteers perceived themselves as role models, 
enhancing feelings of competence  
Establish the role requirements so that peer volunteers understand what is required within 
the volunteering role. Identify and highlight the value of each volunteer and the unique 
contribution peer volunteers can make using the skills acquired through life experiences 
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A reflective thought 
      Despite the non-uniformed approach allowing the volunteer training to be flexible and 
tailored to that local Mind, the perceived understanding of the role did generate confusion 
among individuals regarding role expectations, boundaries and responsibilities. Local Minds 
may have had different strategies or options for structuring the peer volunteering training. 
Following the conclusion of data analysis, amendments have been made to Mind’s approach to 
negate these issues for future programmes carrying out volunteer training. A volunteer plan will 
be developed with Mind and Sport England outlining the areas which should be included in peer 
volunteer training. Moving forwards, the following considerations should be acknowledged to 
help clarify the variation within training and to produce a more structured volunteer training plan 
for future community programmes: 
1. Local arrangements for wider volunteer training  
2. Resources available and capacity issues 
3. Length of the peer volunteer training course and duration of individual training sessions 
4. Level of involvement of peer volunteers in developing the training 
5. Level of involvement of other programme staff (e.g., sports providers) in developing the 
training 
6. Level to which the volunteers are assessed 
7. Individual differences and varying personality types of peer volunteers 
8. Demographics (e.g., age, gender, ethnicity) 
Implications for policy 
A long-standing criticism of health and social care in England is that individuals with 
mental health problems often fail to receive the same access to services or quality of care as 
individuals with other forms of illness (The King’s Fund, 2015). Responding to this major 
concern, the Health and Social Care Act in 2012 created a new legal responsibility for the NHS 
to deliver ‘parity of esteem’ between mental and physical health, with the government having 
pledged to achieve this by 2020. Parity of esteem involves ensuring that there is as much focus 
on improving mental health as physical health, and that individuals with mental health problems 
receive an equal standard of care. However, there is a need to better understand how these 
inequalities are initially shaped in order to suggest potential policy and practice solutions. 
 The current political climate is one shaped by a prolonged period of austerity, which 
refers to ‘a form of voluntary deflation in which the economy adjusts through the reduction of 
wages, prices, and public spending to restore competitiveness which is (supposedly) best 
achieved by cutting the state’s budget, debts and deficits’ (Blyth, 2013, pg. 2). Austerity 
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measures have significantly curtailed government spending in an effort to control the public-
sector debt, which has led to cuts in PA initiatives and changes being made which negatively 
affect those individuals of low economic status (this was the product of the process) (Parnell et 
al., 2017). Budgetary constraints in local authorities, therefore, have subsequently resulted in an 
expenditure decrease for non-discretionary services including ‘sport development and 
community recreation’ (Widdop, King, Parnell, Cutts, & Millward, 2018). This area of 
expenditure forms one component of sport related services and primarily focuses on raising 
participation in ‘hard to reach’ groups, for example MHSU (Widdop et al., 2018). Evidence 
suggests that inequality that existed 50 years ago exists today and if anything, since austerity, the 
rich have got a little richer and the poor, a little poorer (Dorling, 2014). Key public services 
relied on by individuals of low economic background have been reduced or reorganised, 
impacting on accessibility to facilities such as local leisure centres (Blyth, 2013). This has led to 
fewer opportunities for individuals from poorer backgrounds to participate in PA (Parnell, 
Spracklen, & Millward, 2017). 
 In order to extend an understanding of the impact of austerity on sport and PA 
participation, it is important to recognise the consistent correlation between participations and 
social structures such as gender, level of education, age and social class (Coalter, 2013). The 
choice to take part in PA, if at all, is related to socio-culturally determined views and 
expectations, and the varied socio-psychological impacts of inequality (Widdop et al., 2018). 
Well established patterns from existing research show that those amongst the ‘middle classes’ 
are more likely to participate in PA than those who are ‘working class’ (Widdop & Cutts, 2013). 
It must be noted that the availability of high-quality and affordable sports facilities clearly plays 
a role in trends that give rise to higher PA participation levels, but this is set in a context of a 
myriad of differing reasons including individuals’ free time, personal networks, and level of 
capital in terms of social, cultural and economic forms (Bourdieu, 2005). Additionally, wider 
issues of inequality include spatial differences is PA participation according to the type of area 
of individuals’ lives (urban or rural, and deprived or wealthy) (Dorling, 2014).  
 A key legacy promise associated to London 2012 was a drive to raise and widen sport 
participation across society at large, specifically including ‘hard to reach’ groups in the UK, 
which would positively impact on the country’s public health (Parnell et al., 2017). In respect of 
policy intended to achieve this, many developed countries recognise the importance of regular 
PA and opposingly, the harmful consequences of sedentary lifestyles (Kohl et al., 2012). 
Therefore, it is important to find ways to promote PA despite austerity and a reduction to 
government finances (Widdop et al., 2018). Thus, in terms of policy intervention, helping to 
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tackle sedentary behaviours and increase PA has been positioned as a priority by the UK 
government, highlighting the critical role of local authorities in raising participation in groups 
currently under-represented or ‘hard to reach’ such as MHSU (Widdop et al., 2018).  
Due to the current climate being one that is experiencing austerity, cuts in PA initiatives 
have resulted in fewer opportunities for individuals from a low socio-economic background, 
excluding those from a poorer background (Parnell et al., 2017). However, data collected within 
this thesis did not capture the socio-economic status of the participants who took part. Whilst it 
would be interesting to unpick the socio-economic status of the MHSU involved in the empirical 
studies, the data did not capture this information as this was not the focus of the thesis. Based on 
the continued effects of austerity however, it might be useful for future research to capture this 
information in respect to MHSU’ experiences of peer support as the context of austerity will 
continue to influence sport policy and development initiatives.  
In the UK, the National Institute for Clinical Excellence (NICE) guidelines on mental 
illness such as depression and schizophrenia, do not recommend social interventions (NICE, 
2016). Attention should be paid to the importance of social relationships and the social support 
needs of MHSU which are currently overlooked within clinical consultations and current mental 
health care (Wang et al., 2018). To date, such medical reviews are in favour of prescribing 
medications or psychological therapies. However, recent calls to raise the profile of social 
factors in mental health care and mental health research have been made (Johnson, 2017). 
Additionally, raising practitioners’ awareness of the beneficial effects of positively perceived 
social support on symptoms, recovery and functioning is an important first step, but also 
promoting awareness amongst MHSU and the wider public will encourage individuals to feel 
more motivated to seek relevant help or try to challenge and change their own situation.  
Within the data reported across the three empirical studies, numerous positive 
experiences were discussed by both MHSU and peer volunteers regarding the beneficial impact 
of social interaction and reciprocal relationships with physical and mental health. Effective 
interventions that promote social support and reduce social isolation, therefore, are required to 
address the current evidence gap manifested by the absence of recommendations in this 
important social domain in current policy guidelines. For example, in the UK the National 
Health Service Five Year Forward View (NHS, 2014) refers to a series of plans to improve the 
quality of mental health services and reduce the ‘burden’ on the NHS. According to 
psychological therapies, waiting standards and better physical healthcare are highlighted, but 
there is no specific mention of managing the problem of limited social relationships and 
interaction. Community-based programmes are appropriate for MHSU whose health is 
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influenced by complex individual-level and system-level factors, and who have specific needs 
and barriers to PA participation. This research has demonstrated the positive impact that peer 
support within a community-based PA programme had among MHSU.  
Conclusion 
 This final chapter has discussed pertinent findings from this thesis. Previous research has 
overwhelmingly reported the positive benefits of PA on mental health outcomes (Vancampfort, 
Stubbs, Venigalla, & Probst, 2015). However, MHSU are still engaging in significantly lower 
levels of PA compared to the general population leading to higher rates of mortality and a lower 
life expectancy as a result of inactivity (Stubbs et al., 2017). Low levels of engagement in PA 
may be due to both a lack of awareness of the benefits of PA, as well as focusing on the 
perceived and real barriers of engaging in PA, such as a lack of social support (Andrew Soundy 
et al., 2014). Relatively few studies have considered how MHSU perceive and experience PA in 
community settings, to better encourage the key features of social support that may encourage 
PA for MHSU (Quirk et al., 2017). Employing a mixed-methods approach, this thesis began by 
establishing whether two different types of support (face-to-face and online) predicted changes 
in psychosocial of motivation, social support, PA and mental wellbeing of MHSU. Proceeding 
studies explored the experiences of peer support within a community PA programme from two 
perspectives; MHSU recipients and peer volunteers. Both positive and negative experiences 
were discussed; overall, peer support positively impacted MHSU’ PA engagement, particularly 
through face-to-face peer support. Key findings from the perspective of the peer volunteers’ 
included a dual opportunity to be a peer support provider and recipient, and helping others whilst 
receiving personal gains. Creating a supportive environment which included individuals with a 
collective underlying connection and mutual understanding, founded on shared lived experience, 
led to positive experiences of peer support, and consequently PA engagement of MHSU and 
sustained volunteering behaviour of peer volunteers. However, the negative experiences of peer 
support from both perspectives cannot be ignored. In particular, the peer volunteers also 
experience mental health problems and therefore strategies must be in place to preserve their 
mental health. Through developing a greater understanding, this thesis provides fresh insights to 
help guide the design and implementation of more acceptable and effective community PA 
programmes incorporating peer support, that meet the needs and expectations of both the MHSU 
and peer volunteers. Programme planners should not only focus on promoting the positive 
experiences of peer support offered both in person and via an online peer support community, 
but also work to minimise the negative experiences to improve PA participation of MHSU. 
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These fresh insights are worth considering in designing more acceptable and effective 
community-based PA programmes that meet participants’ needs and expectations.  
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APPENDIX 1: Chapter 3 materials 
 
 
Welcome to the Get Set to Go Programme 
 
 
Introduction 
 
 
The Institute of Health and Wellbeing at The University of Northampton are a research team 
working with Mind to understand the impact of the Get Set To Go programme. Thank you for taking 
part in the follow up survey as part of the Get Set to Go research project.  
 
The research team would like to invite you to complete this questionnaire so that we can learn 
more about your current health and wellbeing, and how it changes through the programme. We will 
ask you similar questions in two further surveys along your journey. The researchers will email you 
to invite you to take part once the surveys are ready to be completed. 
 
This questionnaire will take about 20 minutes to complete. Your participation is entirely voluntary. 
There are no right or wrong answers. If you start the questionnaire and then change your mind 
about participating, you can stop at any time. If you need any support in completing this 
questionnaire, please contact one of the researchers using the contact details below and they will 
be able to help you. If you complete the questionnaire and later decide to have your answers 
removed, you can contact the researchers and ask them to remove your answers without providing 
a reason within 4 weeks of completing the questionnaire. Please remember, there are no right or 
wrong answer, so just answer in whatever way is right for you. 
 
The University of Northampton’s School of Health Ethics Committee have reviewed our work and 
approved for us to carry out this research. Any information that you include on the questionnaire 
will be stored securely, and only the research team will have access to the data. Some of the 
information you provide during the questionnaire may be included within the finished project report. 
However, any information you provide will be anonymised and treated confidentially. 
 
If you have any other questions then please contact the researchers using the email addresses or 
telephone numbers below: 
 
Researcher: Lorna Tweed (Institute of Health and Wellbeing at the University of Northampton):  
lorna.tweed@northampton.ac.uk, 01604 892784 
 
Project Lead: Florence Kinnafick (Institute of Health and Wellbeing at the University of 
Northampton): 
florence.kinnafick@northampton.ac.uk, 01604 893328 
 
 
I am willing to take part in this survey and complete two more questionnaires. I 
understand that I can choose to withdraw from the research at any time, without 
providing a reason.  
o Yes o No 
 
In order for us to create you a personal ID number, please answer the following 
questions: 
What is your date of birth (DD/MM/YYYY): 
 
 
  
207 
How many siblings do you have: (1, 2, 3, 4…): 
 
 
What is the first letter of the town you live in 
(e.g. Manchester = M): 
 
 
 
 
Section 2: About You 
 
We need to collect some demographic information to ensure we are supporting people with mental 
health problems from all communities and backgrounds. If you would prefer not to share this information 
with us, please tick ‘I would prefer not to say’.  
 
What is your age? (Tick one) 
o 18-20 o 31-35 o 46-50 o 61-64 
o 21-25 o 36-40 o 51-55 o 65+ 
o 26-30 o 41-45 o 56-60 o Prefer not to say 
 
Do you have a mental health problem? (Tick one) 
o Yes o No o Prefer not to say 
How would you describe your mental health problem? (Tick all that apply) 
o Depression o Personality disorder 
o Anxiety  o Post-traumatic stress disorder (PTSD) 
o Stress o Obsessive compulsive disorder (OCD) 
o Bipolar o Schizophrenia 
o Prefer not to say o Another (please specify) 
________________________________________ 
 
Are your day-to-day activities limited because of a health problem or disability which has 
lasted, or is expected to last, at least 12 months? (Tick one) 
o Yes, limited a lot o Yes, limited a little o No o Prefer not to say 
 
Section 3: Physical Health 
 
Physical activity engagement 
 
We are interested in finding out about the kinds of physical activities that people do as part of their 
everyday lives.  The questions will ask you about the time you spent being physically active in the 
last 7 days.  Please answer each question even if you do not consider yourself to be an active 
person.  Please think about the activities you do at work, as part of your household chores and yard 
work, to get from place to place, and in your spare time for recreation, exercise or sport. 
 
During the last 7 days, on how many days did you do VIGOROUS PHYSICAL ACTIVITIES? 
These are activities that take hard physical effort and make you breathe much harder than normal 
(e.g like heavy lifting, digging, aerobics, or fast bicycling)?  
_____ days per week  o No vigorous physical activities carried out. 
How much time did you usually spend doing VIGOROUS PHYSICAL ACTIVITIES on one of 
those days? (If you did not carry out any vigorous physical activities, please tick not applicable’) 
_____ hours per day _____ minutes per day o Don’t know/Not sure o Not applicable 
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During the last 7 days, on how many days did you do MODERATE PHYSICAL ACTIVITIES? 
These are activities that take moderate physical effort and make you breathe somewhat harder 
than normal (e.g. carrying light loads, bicycling at a regular pace)?  Do not include walking. 
_____ days per week o No moderate physical activities carried out 
How much time did you usually spend doing MODERATE PHYSICAL ACTIVITIES on one of 
those days? (If you did not carry out any moderate physical activities, please tick ‘not applicable’) 
_____ hours per day _____ minutes per day o Don’t know/Not sure o Not applicable 
 
During the last 7 days, on how many days did you WALK FOR AT LEAST 10 MINUTES at a time?  
This includes at work and at home, walking to travel from place to place, and any other walking 
that you might do solely for recreation, sport, exercise, or leisure. 
_____ days per week o No walking carried out 
How much time did you usually spend WALKING on one of those days? 
(if you did not carry out any walking, answer this question as ‘not applicable’) 
_____ hours per day
  
_____ minutes per day o Don’t know/Not sure o Not applicable 
 
During the last 7 days, how much time did you spend SITTING ON A WEEK DAY? Please include 
time spent at work, at home, while doing course work, and during leisure time. This may include 
time spent sitting at a desk, visiting friends, reading, or sitting or lying down to watch television. 
_____ hours per day  _____ minutes per day  o Don’t know/Not sure 
How typical have the last 7 days been for you? (Tick one) 
o Very typical o Mostly typical Not at all typical Not sure/not applicable 
 
Think about any Sport that you have done in the last 7 days. By Sport we mean any competitive 
or non-competitive sporting activity, including sessions of deliberate exercise such as running or 
jogging. Think only about those sports or exercises that you did for at least 10 minutes at a time.  
 
During the last 7 days, on how many days did you take part in any sport? 
_____ days per week o No sport carried out 
How much time did you usually spend doing sport on one of those days? 
(if you did not carry out any sport, answer this question as ‘not applicable’) 
_____ hours per day
  
_____ minutes per day o Don’t know/Not sure o Not applicable 
 
Section 4: Social support 
 
To what extent do you agree that each statement describes your current relationships 
with other people? 
 Strongly 
Disagree 
Disagree Agree 
Strongly 
Agree 
There are people I can depend on to help me if I 
really need it. 
    
There are people who enjoy the same social 
activities I do. 
    
I have close relationships that provide me with a 
sense of emotional security and well-being. 
    
There is someone I could talk to about important 
decisions in my life. 
    
I have relationships where my competence and skills 
are recognized. 
    
There is a trustworthy person I could turn to for 
advice if I were having problems. 
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I feel part of a group of people who share my 
attitudes and beliefs. 
    
I feel a strong emotional bond with at least one 
other person. 
    
There are people who admire my talents and 
abilities. 
    
There are people I can count on in an emergency.     
 
Section 5: Motivation 
 
Why do you engage in exercise? 
We are interested in the reasons underlying peoples’ decisions to engage or not engage in the 
programme. Using the scale below, please indicate to what extent each of the following statements 
are true for you by ticking underneath the appropriate number for each statement. 
I take part in the Get Set to Go 
programme... 
Not true 
for me 
A little 
true 
for me 
Sometimes 
true for me 
Mostly 
true for 
me 
Very true 
for me 
1 2 3 4 5 
Because I think it is important to 
exercise regularly. 
     
Because I feel guilty when I don’t 
exercise. 
     
But I can’t see why I should bother 
exercising. 
     
Because I enjoy my exercise sessions.      
Because I would feel ashamed if I miss 
an exercise session. 
     
Because my friends/family/ partner says 
I should. 
     
Because I think it is important to make 
the effort to exercise regularly. 
     
But I don’t see the point in exercising.      
Because I find exercise a pleasurable 
activity. 
     
Because I feel under pressure from my 
friends/family to exercise. 
     
 
Section 6: Mental wellbeing 
 
Below are some statements about feelings and thoughts. For each statement, please 
tick the box that best describes your experience of each over the last 2 weeks. 
Over the last two weeks… 
None of 
the time 
Rarely 
Some of 
the time 
Often 
All of 
the time 
I’ve been feeling optimistic about the future      
I’ve been feeling useful      
I’ve been feeling relaxed      
I’ve been feeling interested in other people      
I’ve had energy to spare      
I’ve been dealing with problems well      
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I’ve been thinking clearly       
I’ve been feeling good about myself       
I’ve been feeling close to other people       
I’ve been feeling confident       
I’ve been able to make up my own mind 
about things  
     
I’ve been feeling loved       
I’ve been interested in new things       
I’ve been feeling cheerful       
 
 
Thank you! 
 
Thank you for taking the time to complete this questionnaire. If you have any questions then please don’t 
hesitate to contact the researchers or local Mind staff; contact details for the researchers are as follows: 
 
Researcher: Lorna Tweed (Institute of Health and Wellbeing at the University of Northampton): 
lorna.tweed@northampton.ac.uk, 01604 892784 
 
Project Lead: Florence Kinnafick (Institute of Health and Wellbeing at the University of Northampton): 
florence.kinnafick@northampton.ac.uk, 01604 893328 
 
You can now close the window, your answers have been submitted. 
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APPENDIX 2: Chapter 4 materials 
 
Participant Information Sheet – Participants Focus Group (Get 
Set to Go Programme) 
 
 
As part of the Get Set to Go evaluation, we would like to carry out a focus group with you as 
a participant of the physical activity programme. The purpose of the focus group is to explore 
your experiences of the Get Set to Go programme that you have been involved with in your 
local mind. We will also ask you to share information about any barriers you may have faced, 
the support you’ve received throughout the programme, benefits you have gained and what 
you feel you might do next. The focus group will last approximately 1.5 hours. 
 
Taking part in the focus group is entirely voluntary, you can decide whether you wish to take 
part or not. At the start of the focus group we will ask you to sign a consent form to say you 
are happy to take part and fill in a small demographic questionnaire. It is your right to 
withdraw from the research within 4 weeks of the focus group without providing a reason. 
We will digitally record the focus group so that we have an accurate account of what you have 
said during the focus group. 
 
The University of Northampton’s School of Health Ethics Committee have reviewed and 
approved this study. Some of the information you provide during the interview may be 
included within the final project report and in academic publications; however any information 
you provide will remain anonymous and treated confidentially. All data collected as part of 
the project will be stored securely on a secure computer server at the University, and only 
the research team will have access to the data.  
 
 
If you have any other questions then please contact the researchers using the email 
addresses or telephone numbers below: 
 
Florence Kinnafick: Florence.kinnafick@northampton.ac.uk, 01604 893328 
 
Lorna Tweed: Lorna.tweed@northampton.ac.uk, 01604892980 
 
 
 
Although we don’t anticipate any, If you do have a complaint during the study, please contact 
a member of the team to report a complaint or you can contact the Institute of Health and 
Wellbeing Manager: Katie Jones on 01604 892887 or email: Katie.jones@northampton.ac.uk.  
 
 
 
Thank you for considering taking part in this study 
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Consent Form – Participants Focus Group 
Get Set To Go 
 
Researcher: Lorna Tweed 
 
Please make sure that you have read the participant information sheet and asked any 
questions before you fill in this form. 
 
Please read each sentence and then sign your initials in the box to show that you have 
read and understand and that you agree with each statement. 
 
 Please initial 
relevant box 
Yes No 
1. I confirm that I have read and understand the information 
sheet for the Get Set to Go study. I have had time to think 
about the information, ask questions and these have been 
answered. 
 
  
2. I understand that taking part is voluntary and that I am 
allowed to withdraw within 4 weeks of taking part in the focus 
group, without giving a reason. 
 
  
3. I understand that the information I share with the researchers 
will be stored securely. 
 
  
4.  I agree to the focus group discussion being audio recorded.   
5. I understand that the information I share will only be accessed 
by the research team. 
 
  
6. I agree to take part in the study. 
 
  
 
 
Participant: 
_______________________        ______________         _____________________ 
Your name                                  Date                            Your signature 
 
Researcher’s statement  
I confirm that I have explained the nature, purposes and possible effects of the research 
study to the person whose name is printed above. They agreed to take part by signing and 
dating above 
 
________________________       ______________        _____________________ 
Name of Person taking consent      Date                           Signature                            
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Participant Focus Group Schedule 
 
 
1. Can you tell us about your personal history of sport and physical activity? 
Prompts: 
Positive / negative experiences? 
Why do you exercise? 
 
2. Why did you want to get involved with Get Set to Go at your local Mind? 
Prompts: 
Motivation? 
How did you hear about it? 
Why did you want to become involved?  
3. Can you tell us about your experience of the Get Set to Go programme? 
Prompts: 
Has the programme met your expectations? 
What kinds of activities do you take part in? Who do you exercise with? How often do you take 
part in these activities? Has the amount you have taken part in these activities varied from 
week to week?  
What do you like about the programme? What don’t you like about the programme? 
Can you give examples of when things went well / not so well? What happened? How did you 
overcome difficulties? 
Could anything have been done differently?  
 
4. How has your experience with GStG compared to other services or support 
networks that have aimed to improve mental health and wellbeing? 
Prompts: 
What was the other service? 
Why was GStG different? 
Would you recommend GStG to others? 
 
5. In what way has the programme had an impact on your life? 
Prompts: 
What impact, if any, have the sessions had on your mood and wellbeing? Physical benefits (long 
term/short term)? Social benefits? 
Why do you think these have occurred? 
Have these outcomes changed over time? 
How do you feel the programme has impacted on the time you spend sitting or lying down in a 
typical day? 
 
6. Have you experienced any barriers of taking part in the sport sessions? If so, what 
were they? 
Prompts: 
How were you able to overcome them? 
Can you provide us with any examples of when you have faced barriers? 
Is there anything that you need to be able to overcome those barriers? 
(if can overcome) What role has GStG played in enabling you to overcome barriers? 
7. Who supports you when you exercise? 
Prompts: 
Within GStG? What went well / what did not work so well working with GStG staff? 
Outside of GStG? 
How do they support/help you? Can you provide us with some examples? 
How do the people who support you when exercising make you feel? 
 
8. Thinking of you and your exercise, what do you want to do next? 
Prompts: 
What do you intend to do?   
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Who with and where? 
What are your opinions of participating in mainstream activities? 
If you do not intend – why not? 
Have you done anything else to improve your wellbeing after attending the sessions?  
Which barriers, if any, do you feel still exist for you to exercise? 
 
 
Online Participant Interview (Phone or Online Messenger) 
Schedule 
 
1. Can you tell us about your personal history of sport and physical activity? 
Prompts: 
Positive /negative experiences? Can you provide examples of those experiences? 
 
2. How useful have you found the information on sport and exercise on Elefriends? 
Prompts: 
Where was it? What was the content? 
Was it personally relevant/ helpful to you?  
What are the positives / negatives of the information? 
Could anything have been done differently? 
 
3. Have you changed anything in your life as a result of the information on sport and 
exercise on Elefriends? 
Prompts: 
Has the information influenced your exercise behaviour?  
How are you active? If not, why not? 
What are your reasons for being active? Have they changed since you have read the 
information? 
 
4. What barriers to exercise, if any, have you experienced? 
Prompts: 
What are they? Can you provide us with any examples of when you have faced barriers? 
How to you attempt to overcome them? Does anyone help you overcome them? 
How has the information on Elefriends helped you? 
What do you think could help you overcome the barriers? 
5. Who supports you when you exercise? 
Prompts: 
Within Mind? 
Outside of Mind/Elefriends? 
How do they support/help you? Can you provide us with some examples? 
How does this make you feel? 
What more support would you like to see on Elefriends? 
6. Thinking of you and exercise, what do you want to do next? 
Prompts: 
What do you intend to do?  If none, why not? 
Who with and where? 
What are your opinions of participating in mainstream activities? 
 
7. Can you tell me if there is anything else that you do to help improve your mood & 
wellbeing? 
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APPENDIX 3: Chapter 5 materials 
 
 
Participant Information Sheet –Peer Volunteers Focus Group 
(Get Set to Go Programme) 
 
 
As part of the Get Set to Go evaluation, we would like to carry out a focus group with you as 
a Peer Navigator. The purpose of the focus group is to explore your perceptions of the Get 
Set to Go programme and we will also ask you to share your views about your role as a peer 
navigator, the support you have received and also the personal benefits you may have gained. 
The focus group will last approximately 1.5 hours. 
 
Taking part in the focus group is entirely voluntary, you can decide whether you wish to take 
part or not. At the start of the focus group we will ask you to sign a consent form to say you 
are happy to take part and fill in a small demographic questionnaire. It is your right to 
withdraw from the focus group within 4 weeks of the focus group without providing a reason. 
We will digitally record the focus group so that we have an accurate account of what you have 
said during the focus group. 
 
The University of Northampton’s School of Health Ethics Committee have reviewed and 
approved this study. Some of the information you provide during the interview may be 
included within the final project report and in academic publications; however any information 
you provide will remain anonymous and treated confidentially. All data collected as part of 
the project will be stored securely on a secure computer server at the University, and only 
the research team will have access to the data.  
 
 
If you have any other questions then please contact the researchers using the email 
addresses or telephone numbers below: 
 
Florence Kinnafick: Florence.kinnafick@northampton.ac.uk, 01604 893328 
 
Lorna Tweed: Lorna.tweed@northampton.ac.uk, 01604892980 
 
 
 
Although we don’t anticipate any, If you do have a complaint during the study, please contact 
a member of the team to report a complaint or you can contact the Institute of Health and 
Wellbeing Manager: Katie Jones on 01604 892887 or email: Katie.jones@northampton.ac.uk.  
 
 
 
Thank you for considering taking part in this study 
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Consent Form – Peer Volunteers Focus Group 
 
Researcher: Lorna Tweed 
 
Please make sure that you have read the participant information sheet and asked any 
questions before you fill in this form. 
 
Please read each sentence and then sign your initials in the box to show that you have 
read and understand and that you agree with each statement. 
 
 Please initial 
relevant box 
Yes No 
1. I confirm that I have read and understand the information 
sheet for the Get Set to Go study. I have had time to think 
about the information, ask questions and these have been 
answered. 
 
  
2. I understand that taking part is voluntary and that I am 
allowed to withdraw within 4 weeks of taking part in the focus 
group, without giving a reason. 
 
  
3. I understand that the information I share with the researchers 
will be stored securely. 
 
  
4.  I agree to the focus group discussion being audio recorded.   
5. I understand that the information I share will only be accessed 
by the research team. 
 
  
6. I agree to take part in the study. 
 
  
 
 
Participant: 
_______________________        ______________         _____________________ 
Your name                                  Date                            Your signature 
 
Researcher’s statement  
I confirm that I have explained the nature, purposes and possible effects of the research 
study to the person whose name is printed above. They agreed to take part by signing and 
dating above 
 
________________________       ______________        _____________________ 
Name of Person taking consent      Date                           Signature                             
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Peer Volunteers Focus Group/Phone Interview Schedule 
 
1. Why did you want to be a peer navigator? 
Prompts: 
Your background (e.g. personal or professional that subsequently attracted you to become 
involved in the programme)?  
What did you want to achieve personally?  
What did you want to achieve in terms of helping others?  
Why did you become involved in the Get Set to Go programme? How did you become involved? 
2. What is your role as a peer navigator? 
Prompts: 
What does your role consist of? 
How has the role developed over the course of your role as a volunteer? 
Has your role differed compared to your initial expectations? 
3. What are your opinions of the Get Set to Go programme? 
Prompts: 
How has the programme been delivered in your local Mind? Who is involved? Where did it run? 
Has GStG met your expectations? How?  
What have been positives of the programme (popular activities?)? What have been the challenges 
of the programme? Can you provide examples? Have any of the service users provided you with 
any anecdotal feedback about the programme and its delivery? (if you have started delivery)  
What could have been done differently? 
How do you perceive the programme impacted the participants (wellbeing/physical/social) 
4. How have you been supported throughout your role? 
Prompts: 
Tell us about the contact you have had with other peer navigators? Is this a supportive 
relationship? 
Who do you feel supports you? 
Strengths/weaknesses of the support? Specific examples? 
Problems/obstacles that you have encountered or you think may be encountered during the 
initiative 
What could have been done differently? 
How has the project team supported you? (e.g., communication/support/training). What could be 
improved? 
5. Can you tell us how you support the people on the Get Set to Go programme? 
Prompts: 
What have you enjoyed/not enjoyed about the role regarding the interactions with participants? 
What strengths/weaknesses do you bring to the role?  Skills that have been useful? 
What could have been done differently? 
Can you give examples of when things went well / not so well? What happened? How did you 
overcome difficulties? 
6. How have you used your own experiences of mental health to support the people you 
work with? 
Prompts: 
Benefits/drawbacks of lived experience? 
Mutual understanding? 
Used to motivate participants? 
7. What personal benefits, if any, have you gained during the programme as a peer 
navigator? 
Prompts: 
Psychological wellbeing? Career progression? Social? 
8. If you were passing this role onto a friend how would you describe the skills you need to 
do it? 
Prompt: Would you recommend the role of PN to others? 
  
